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A COMPARATIVE STUDY OF PHYSICIAN KNOWLEDGE,
ATTITUDES, REFERRAL PRACTICES, AND BARRIERS
TO USE OF MUSIC THERAPY AND RELATED
ALLIED HEALTH PROFESSIONS
Rebecca Elayn Frohardt, M.M.
Western Michigan University, 2008
The purpose of this study was to gather information regarding physicians' knowledge,
attitudes, referral practices and barriers to use of music therapy in medical settings, as compared
with related allied health professions. It is hoped that this knowledge will help music therapists
identify opportunities for education and research, leading to the continued expansion of music
therapy in health care. Participants were asked to complete a one-time online survey with 20
questions pertaining to basic demographic information, knowledge, attitudes, referral practices,
and perceived barriers to use for music therapy and four related allied health professions. Forty
two physicians completed the survey beyond the first 3 demographic questions.
Results of this survey indicated that physicians have limited knowledge of music therapy;
seem not to have formed strong opinions about music therapy; and report few actual referrals to
music therapy, despite reported willingness to refer. Additionally, physicians reported greater
knowledge, experience, education, and contact, more positive attitudes, and more actual referrals
for the allied health professions than for music therapy. Physicians identified fewer factors
influencing referrals, fewer areas of functioning for which they would refer, and more barriers to
use for music therapy than the other professions. Greater knowledge of music therapy was

{

associated with more positive attitudes, and participants with positive attitudes toward music
therapy were more likely to report a recent referral to music therapy than participants with
negative attitudes. Analysis based on demographic information also revealed interesting trends.
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CHAPTER!
INTRODUCTION

Need for Study

Music has been used to treat disease since ancient times, and a growing body of modern
research supports the effectiveness of music therapy in medical settings (Standley, 2000). This
research underscores the potential benefits of music in treatment for a wide variety of diagnoses
and age ranges, from neonates to the elderly. However, despite increases in empirical research
over the last two decades, and other efforts by music therapists - providing opportunities for
direct education of staff and staff observation, publishing music therapy research in journals
subscribed to by medical personnel, and publishing chapters and books on the subject of music
therapy applications in medical settings - music therapy has not been fully or routinely integrated
into healthcare (Burns, Sledge, Fuller, Daggy, & Monahan, 2005).
Research in complementary and alternative medicine (CAM) and the allied health
professions suggests that physician attitudes play an important role in patient referral and access
to services (Baumann, Deber, Silverman, & Mallette, 1998). Physicians often act as 'gate
keepers' of patient care (Kenny & Adamson, 1992; Shuval, Mizrachi, & Smetannikov, 2002), and
lack of endorsement from physicians may influence patients' decisions with regard to alternative
medicine (Warrick, et al, as cited in Burns, Sledge, Fuller, Daggy, and Monahan, 2005).
Similarly, patient access to allied health and rehabilitation services may be influenced by
physicians' failure to recognize the need for such services (Brogan, 1981), as well as lack of
knowledge of therapists' capabilities, and a limited view of the scope of practice within a given
allied health field (Brintnell, MadiII, & Wood, 1981; Scherz, Kallail, & Edwards, 199 l ). In
regional and national studies of nurse attitudes toward CAM, physician reluctance was reported

as a greater barrier to use of CAM than peer reluctance or personal reluctance of the respondent
(Tracy et al, 2003; Tracy et al, 2005).
Several studies, in both music therapy and medical peer-reviewed journals, have examined
attitudes of various individuals toward music therapy in medical settings, including nurses, other
interdisciplinary and medical team members, patients, and families/ observers (Choi, 1997;
Gallagher, Huston, Nelson, Walsh, & Steele, 2001; Heaney, 1992; Kemper, Martin, Block, Shoaf,
& Woods, 2004; Kreitzer, Mitten, Harris, & Shandeling, 2002; Tracy et al, 2003; Tracy et al,
2005; O'Callaghan & McDermott, 2004). However, despite the pivotal role that physicians play
in managing patient care, relatively few studies exploring the attitudes of physicians specifically
toward music therapy exist (Berman, Bausell, & Lee, 2002; Hernandez, 2006; Levine, Weber
Levine, & Mayberry, 2003). Most studies that do include music therapy place it within a context
of complementary and alternative medicine, as opposed to allied health. Additionally, it is unclear
in much of the existing research whether participants were instructed to consider only services
provided by a trained, board certified music therapist. Finally, there is often no indication of the
degree to which participants had been previously exposed to music therapy within a clinical
setting.
In the continually changing health care marketplace, attitudes of physicians and other
medical personnel will be of paramount importance in the continued expansion of music therapy
in medical settings (Clark & Ficken, 1988; Crowe, 1985; Maranto, 1991). Well-constructed
research in this area of inquiry is needed. Furthermore, it is important that the research place
music therapy in a context with other fields with similar education and credentialing
requirements. Therefore, the proposed study has two major aims I) to assess physician attitudes,
referral practices, and barriers to use of music therapy in medical settings, and 2) to compare
physician attitudes toward music therapy with attitudes toward related allied health professions physical therapy, occupational therapy, speech therapy, and counseling/ psychotherapy. It is
hoped that the information provided by this study will help to inform music therapists currently
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practicing in medical settings, or with an interest in practicing in medical settings, with regard to
current physician attitudes and areas of opportunity for education and/ or research, leading to the
continued expansion of music therapy in health care.

Research Problems and Sub-Problems

A review of literature regarding physician knowledge and perceptions of music therapy in
medical settings revealed that few such studies exist. Most studies that do include music therapy
place it within a context of complementary and alternative medicine, as opposed to allied health.
Additionally, it is unclear in much of the existing research whether participants were instructed to
consider only services provided by a trained, board certified music therapist. Finally, there is
often no indication of the degree to which participants had been previously exposed to music
therapy within a clinical setting. Well-constructed research in this area of inquiry is needed.
Furthermore, it is important that the research place music therapy in a context with other fields
with similar education and credentialing requirements. To that end, three primary research
questions have been identified which the current study will attempt to address:

1. What level of education/ knowledge do physicians report with regard to music
therapy?
2. What are physicians' reported attitudes toward music therapy?
3. What are physicians' reported referral practices and barriers to use for music
therapy?
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A number of research sub-problems have also been identified and are listed below:
1. How does physicians' reported education/ knowledge with regard to music therapy
compare to reported levels of education/ knowledge for related allied health
professions?
2. How do physicians' perceptions of music therapy compare to physicians' perceptions
of related allied health professions (physical therapy, occupational therapy, speech
therapy, and counseling/ psychotherapy)?
3. What types of evidence do physicians regard as credible for the allied health
professions?
4. How does physicians' awareness of research/ evidence-based practice m music
therapy compare to reported levels of awareness of research/ evidence-based practice
in related allied health professions?
5. How do physicians' levels of experience/ interaction with music therapists compare
to reported levels of experience/ interaction with other related allied health
professionals?
6. How do physicians' referral practices and barriers to use for music therapy compare
with referral practices and barriers to use for other related allied health professions?
7. Are there any differences in physicians' reported knowledge, attitudes, and referral
practices for music therapy based upon demographic information (gender, discipline/
specialty, or years of practice)?
8. Are there any differences in physicians' reported attitudes toward music therapy
based upon reported levels of education/ knowledge?
9. Are there any differences in physicians' attitudes toward music therapy based upon
reported levels of experience/ interaction?
I 0. Are there any differences in physicians' reported willingness to refer, or reported
referral history, for music therapy based upon attitudes?
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11. Are there any differences in physicians' reported reasons for referral to music therapy
compared with related allied health professions?
12. Are there any differences in the number or type of problems for which physicians
would consider referring to music therapy compared with other related allied health
professions?
13. Are there any differences in number or type of physician-identified barriers to
referral/ use of music therapy compared with other related allied health professions?
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CHAPTER II
LITERATURE REVIEW

Foundations of Music Therapy in Medical Settings

The use of music has been associated with the treatment of disease since ancient times.
However, the effects of music on specific physiological processes such as cardiac output,
respiratory rate, pulse rate, and blood pressure were not systematically researched or reported
until the turn of the twentieth century. The first researchers to examine the specific effects of
music on the body were Dogie! of France, in 1880, Coming of America, in 1899, and Tarchanoff
of Russia, in 1903 (Standley, 2000). Since that time, and particularly over the last decade of the
twentieth century, much has been added to the body of knowledge concerned with the effects of
music on a variety of dependent variables related to medical practice, both through laboratory
research and clinical studies in medical settings. In a meta-analysis of this research conducted by
Standley (2000), the author located a total of 92 studies, with 232 dependent variables, that
qualified for inclusion and analysis by containing empirical data; utilizing actual, not simulated
pain stimuli; utilizing music as an independent variable; utilizing subjects with actual
medical/dental diagnoses; and reporting results in a format amenable to replicated data analysis.
For studies that met criterion for analysis, the range of effect sizes found was 3.28 to -1.53. The
mean effect size of music as an independent variable across all studies was 1.17, indicating that
the therapeutic effect of music, on average, was more than one standard deviation greater than
without music. Furthermore, even those studies with negative results contained other dependent
measures in that same study that showed a positive reaction to music.
Standley's meta-analysis supports the overall effectiveness of music therapy in medical
settings, but also reveals that "effects vary greatly according to the specific dependent measure
utilized.

Greatest effects were reported for grasp strength of stroke patients, perceived
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effectiveness of the music, EMG, self-report of pain, relaxation, and anxiety reduction. Least
effects were measured by days of hospitalization, peripheral finger temperature, ease of
childbirth, time for recovery from anesthesia, formula intake of neonates, and neonate apnea" (p.
15). Variables which have shown a beneficial response to music therapy intervention in clinical
research with an effect size of at least 1.0 include blood pressure, pulse rate, heart rate, respiration
rate, oxygen saturation, EMG, pain (including both perceived and observed pain, procedure
related pain, pre and post-surgical pain, need for pain medications, and amount of pain
medications used), and anxiety (including both perceived and observed anxiety, procedural
anxiety, and pre and post-operative anxiety). According to Standley and others, populations,
diagnoses, and symptoms that have been shown to benefit from music therapy interventions in
medical settings include acute and chronic pain (Colwell, 1997; Gallagher, Lagman, Walsh,
Davis, & LeGrand, 2006; Krout, 2001; Nickel, Hillecke, Argstatter, & Bolay, 2005); anxiety
(Hammer, 1996); bum patients (Edwards, 1998; Fratianne, et al, 200 l; Prensner, Yowler, Smith,
Steele, & Fratianne, 2001; Whitehead-Pleaux, Baryza, & Sheridan, 2006); cancer patients
(O'Callaghan & McDermott, 2004;Waldon, 2001; Wheeler, 2006); cardiac patients (Hatem, Lira,
& Matos, 2006); critically ill patients in the ICU; dental patients; elderly patients in nursing
homes; neurologic and motor impairments (Haneishi, 2001; Schauer & Mauritz, 2003; Thaut,
McIntosh, McIntosh, & Hoemberg, 200 l ); obstetric and gynecological patients (Phumdoung &
Good, 2003); pediatric patients (Barrera, Rykov, & Doyle, 2002; Nickel, Hillecke, Argstatter, &
Bolay, 2005; Noguchi, 2006; Whitsitt, 2006); pre and post-operative patients; premature infants
(Cevasco & Grant, 2005; Standley, 2002); patients with respiratory diseases and dyspnea
(Gallagher, Lagman, Walsh, Davis, & LeGrand, 2006); terminally ill and hospice patients (Krout,
2001; Gallagher, Lagman, Walsh, J?avis, & LeGrand, 2006); and families of patients (Gallagher,
Lagman, Walsh, Davis, & LeGrand, 2006). Standley found that live music presented by a music
therapist (ES= 1.13) has a greater effect than recorded music (ES= .82), and that preferred music
has the greatest effect (ES= 1.40).

7

One of the most interesting aspects of Standley's meta-analysis is the trend, identified by
that author, of increased interest in empirical studies on the topic of medical music therapy
between 1986 and 1996. Standely found only 29 empirical studies in 1989, compared with 92
studies in 1996. This increased interest in music therapy in medical settings beginning in the
l 980's is evident in several articles published during this time. For instance, an article by Crowe
( 1985) details strategies for expanding opportunities for employment for music therapists in
medicine. Crowe states "The primary problem encountered in tapping this potential job market is
in convincing doctors and hospital administrators that music therapy could make a significant
contribution to overall patient care ... If music therapists are to make sign ificant inroads into this
potential area of employment, we must actively work to educate and inform those individuals
who make hiring decisions" (pp. 44-45). Crowe then goes on to detail several informational areas
that she deems essential in approaching medical personnel - the value and uses of music therapy
techniques in the general hospital setting, music therapy as a cost-effective means of promoting
maximum patient benefit, and the history of music and healing. Finally, Crowe encourages music
therapists to provide education and training for medical staff within the construct of in-services,
hospital grand rounds, and departmental meetings, to give physicians and administrators
opportunities for observation of patient sessions, and to write and publish for both music therapy
and medical journals.
Another article published around this time, entitled "Music Therapy in the New Health
Care Environment," attempts to define developing changes in health care delivery, the impact of
these changes on the music therapy profession, and recommendations for successful music
therapy program development and maintenance in the new health care environment (Clark &
Ficken, 1988). Changing trends in health care that the authors attempted to highlight include the
impact of an "aging" of the population and increasing demand for health care, increased focus on
accountability and cost-effectiveness, innovations in technology leading to increased per person
healthcare costs, a shift towards a preventative focus in health care, and increased public
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ownership of health care leading to an emphasis on profitability. Clark and Ficken warned that in
this changing environment music and other creative arts therapists might be in danger of losing
their jobs if they were considered non-essential service providers by management. In order to
counteract this danger, the authors identified several areas in which music therapists in health
care should focus their energies, including increased documentation of productivity highlighting
quantity and quality of services provided, increased treatment outcome and research studies to
document effectiveness of interventions, increased focus on the consumer of music therapy
services, and education of superiors at all levels. With regard to the last two areas, Clark and
Ficken added: "Traditionally, consumers of music therapy have included patients, residents, or
clients. Now the definition of 'consumer' must grow to include physicians, administrators,
insurance companies, parents, the government, and employers. These consumers must be willing
to pay for music therapy services and to recommend services to others. The consumer must view
the service as something essential, not an extra amenity" (p. 27).
In October of 1989, shortly after these articles were published, a task force of prominent
music therapists and physicians convened at a meeting of the International Society for Music in
Medicine in Rancho Mirage, California. The focus of the meeting was increased cooperation and
interface between music and medicine. Contributors at the meeting identified more than 30 major
areas in which music therapy might assume a significant role in medicine in the future, including
music in surgery, cancer treatment, ICU, psychiatric settings, rehabilitation settings, neonatal
care, terminal illness, pain and anxiety management, stress management, cardiology, obstetric
care, and many others. Deficiencies in the research base in music and medicine were identified,
including need for more research in specific settings and with specific medical populations, and
need for increased collaborative research with physicians. Contributors also stressed a need for
basic articles about music therapy to educate doctors, and for joint research publications in
medical journals. Training to increase collaboration between music therapists and physicians was
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discussed, along with opportunities for increased communication between professionals, in order
to facilitate greater integration of music therapy in medical settings (Maranto, 1991 ).
Revisiting Standley's meta-analysis, music therapists in medical settings have responded
to the call to action of Crowe, Clark & Ficken, and others, expanding clinical efficacy studies of
music therapy in medical settings over the last two decades by more than 300%. Music therapists
in medical settings provide opportunities for staff observation (Burns, Sledge, Fuller, Daggy, &
Monahan, 2005); provide direct education of staff and engage in consultation and collaboration
with medical personnel (Register, 2002); publish music therapy research in journals subscribed to
by medical personnel (Standley & Hanser, 1995; Thaut, 2005); and have published chapters and
books on the subject of music therapy applications in medical settings (Dileo, I 999, Standley,
2000). However, despite these efforts, and despite the number of populations, diagnoses, and
symptoms that have shown positive outcomes with music therapy interventions in medical
settings, music therapy has not been fully or routinely integrated into healthcare (Bums, Sledge,
Fuller, Daggy, & Monahan, 2005). In order to begin to explore possible reasons for music
therapy's continued marginalization in health care settings, it may be necessary to first explore
existing data regarding the perceptions of medical personnel, patients, and the general public
toward complementary and alternative medicine and the allied health professions.

Definitions of Complementary and Alternative Medicine (CAM) and Allied Health

The definitions of complementary and alternative medicine (CAM) and allied health
professions are somewhat nebulous and tend to overlap. The Net Wellness Consumer Health
Information website (n.d./ 2006) defines CAM as "a broad label that applies to many types of
treatments and therapies used as an alternative to the type of medicine practiced by traditional
healthcare providers, and which tends to consider the 'whole person,' including that person's
physical, mental, emotional, and spiritual being." CAM practices are divided into five major
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categories: alternative medical systems, mind-body interventions, biological-based therapies,
manipulative and body-based methods, and energy therapies. Tracy, et al (2003) further
distinguish complementary and alternative therapies from "mainstream medical practice,"
defining them as "those treatments and healthcare practices not taught widely in medical schools,
not generally used in hospitals, and not usually reimbursed by medical insurance companies ...
Alternative therapies are often referred to as those therapies that are used as an alternative to
conventional therapies, that are not recognized as mainstream care, and that tend to have
unproven mechanisms and unconventional evidence" (p. 198). However, despite this, a National
Institutes of Health (NIH) panel acknowledged that "Boundaries within and between CAM and
the domain of the dominant system are not always sharp or fixed" (as cited in Caspi, et al., 2003).
Additionally, Caspi, et al. (2003) cautioned that the construct of CAM is flawed. These authors
asserted that "CAM ...is nothing more than a categorical label that subsumes numerous
therapeutic modalities generally sharing few commonalities. Creating a unique category out of
such diversity has led to misunderstanding and skepticism. From the physician's standpoint, this
can generate numerous stereotypes, prejudices, and misconceptions that may compromise the
therapeutic relationship, impede compliance, and lead to treatment failure." Further complicating
this picture is the relatively new concept, spurred by consumer demand and political pressure, of
combining CAM and conventional medical paradigms, termed integrative medicine (Hsiao, et al,
2006).
Allied health professional is defined by the National Commission on Allied Health and
Section 701 of the Public Health Service Act of 1992 as "a health professional (other than a
registered nurse or physician assistant) who has received a certificate, an associate degree, a
bachelor's degree, a master's degree, a doctoral degree, or post baccalaureate training in a science
related to health care; who shares the responsibility for the delivery of healthcare services or
related services, including services related to the identification, evaluation, and prevention of
diseases and disorders, dietary and nutrition services, health promotion services, or health
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systems management services (Hardney, n.d./2006). In addition to formal education and clinical
training, the Health Professions Network website (n.d./ 2007) states that allied health
professionals are credentialed through certification, registration, or licensure, and often work
alongside physicians and other healthcare professionals as members of the interdisciplinary
treatment team.
However, despite differences between CAM and . Allied Health, research exploring
attitudes of health personnel often does not distinguish between the two, placing allied health
occupations such as counseling/ psychotherapy and music therapy alongside CAM therapies such
as therapeutic touch and Reiki. A review of literature reveals several studies that have examined
various aspects of the role of complementary and alternative medicine (CAM) and the allied
health professions in "mainstream medical care," as well as attitudes toward and perceived
prestige of these professions among the public and various health professionals.

Knowledge, Attitudes, Referral Practices, and Barriers to Use for CAM

With regard to CAM, Ernst, Resch and White ( 1995) found in their meta-analysis that, on
average, physicians regard complementary medicine as moderately effective, giving CAM
therapies a rating of 46 +/- 18 on a scale of 0-100. The researchers note that young physicians
seem to judge these therapies more optimistically than their more seasoned colleagues, and some
surveys indicate that physicians use CAM therapies as "helpful placebos" rather than as
specifically effective treatments. In two surveys the reported referral rates [to CAM] were notably
higher than the perceived validity of the respective forms of therapy.
In another study, Boucher and Lenz (1998) noted that "[previous] findings indicate that
36% to 93% of physicians refer patients to CAM providers...A lack of evidence in the scientific
literature is seen as detrimental to physicians' acceptance of CAM, and most physicians feel the
need to be knowledgeable about the most popular alternative therapies" (p. 59). These researchers
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surveyed physicians regarding eight alternative therapies: acupuncture, chiropractic, massage,
homeopathy, herbal medicine, vitamin therapy, biofeedback, and touch therapy. Additionally,
eight respondents wrote in the names of 13 other modalities, including hypnosis, nutrition,
meditation, relaxation, music therapy, pet therapy, and traditional medicine. Results of this study
indicated that the majority of respondents were cautious but open-minded regarding alternative
medicine, agreeing that "a number of alternative therapies . hold promise for the treatment of
symptoms, conditions, and/or diseases." Additionally, almost 60% of physicians felt that
alternative treatments would result in "some" to "major" positive outcomes and a similar
percentage agreed with the statement "physicians should have knowledge about the most
prominent alternative treatments." With regard to research, physicians indicated that prospective
randomized trials and knowledge of a treatment's physiologic method of action would provide
the most convincing evidence of the efficacy of alternative modalities.
In a more recent study of academic physicians' attitudes toward CAM, Rosenbaum,
Nisly, Ferguson, and Kligman (2002) found that respondents varied widely on their level of
knowledge and awareness of CAM therapies. The study's authors found that physicians who
were more knowledgeable with regard to CAM therapies were more likely to perceive CAM as
useful and to have recommended more therapies. The top referral reasons cited by physicians
were pain, mental health, stress-related conditions, and specific disease states (asthma,
hypertension, etc.). Rosenbaum, Nisly, Ferguson, & Kligman concluded that "limited knowledge
of most CAM therapies ... points to the need for continuing education efforts for physicians,
focusing on CAM" (p. 3).
Chez, Jonas, and Crawford (2001) examined third-year medical students' opinions and
knowledge regarding CAM in a school with no formal or elective course on the subject. Most
students in the study (89%) indicated that they had been exposed to CAM through the media, or
through the anecdotal experiences of family, friends, or patients. General attitudes of the students
toward CAM indicated that the majority did not feel CAM was a threat to public health, although
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nearly a third agreed that the effects of complementary therapies are usually the result of a
placebo effect. Most agreed that conventional medicine could benefit from some of the ideas and
methods of CAM. Further examination of the data suggests that students' perceptions of the
clinical usefulness of each therapy about which they were surveyed was strongly tied to their own
self-perceived knowledge of individual therapies. However, the authors did not discuss any
significance of this relationship. Based on the results of this sµ.idy, the authors recommended that
any clinical course in CAM should include historical background of an intervention or modality,
mechanisms of action, scientific basis for efficacy, clinical applicability, indications and
contraindications of use, and the benefit : risk ratio of use with individual patients. Interestingly
in the conclusion to their study, Chez, Jonas, and Crawford state "The absence of purposeful
learning about CAM is unwise. The public's use of CAM is not a passing fad. The healthcare
needs of the chronically ill and disabled, a major stimulus for patients to use CAM, will continue
to increase. The debates on eligibility of CAM providers for reimbursement and on how to divide
the healthcare dollar between conventional and complementary medicine will continue to
increase. Third-party payer expectations of integrating CAM and allopathic medicine in the
overall plan of care for a patient will also continue to increase" (p. 757).
Lie and Boker (2004) also sought to determine the "baseline" attitudes or beliefs of
medical students toward CAM, and the formative factors of these beliefs. For their study, the
researchers used two survey instruments - the previously validated Integrative Medicine Attitude
Questionnaire (IMAQ) and a newly constructed 10-item measure (CAM Health Belief
Questionnaire - CHBQ). Lie and Boker found that, overall, students showed both positive
baseline attitudes toward CAM and high levels of self-reported CAM use - 73.5% personally
used at least one CAM modality. Reported sources of information regarding CAM, by order of
most frequent use, included the internet, journals, books, health databases, and videos. Contrary
to the recommendations of Chez, Jonas, and Crawford, these authors found that there was no
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additional impact on already positive attitudes due to short, didactic exposure to CAM instruction
in the first year of medical school.
In an exploration of the relatively new role of integrative medicine in patient care, Hsiao,
et al (2005) developed and administered a 30-item survey (IM-30) to assess five domains of
clinicians' orientation toward integrative medicine: openness, readiness to refer, learning from
alternate paradigms, patient-centered care, and safety of integration. Scoring on the survey ranged
from 0-100, with a higher score indicating greater orientation toward integrative medicine. Based
on total score, the researchers found that physician acupuncturists scored higher than physicians,
dual-trained practitioners scored higher than single-trained practitioners, and practitioners' self
perceived "integrativeness" was significantly correlated with the total score. In a later follow-up
to this study, Hsiao, et al (2006) interviewed medical providers to assess attitudes regarding the
melding of CAM and allopathic medicine and found that clinicians' orientation toward integrative
medicine was associated with provider age, training, and practice setting. Specifically, younger
practitioners were perceived overall to be more open toward integration compared with older
practitioners, and practitioners who were holistic - those with advanced knowledge and/or
training in a CAM modality - were more likely to refer to CAM. Interestingly, practitioners who
recognized the limitations of their own medical paradigms were more likely to endorse
integrative medicine. For those practitioners who held negative or skeptical views of CAM, the
researchers identified several factors that contributed to these beliefs. For example, physicians
who were skeptical toward integration tended to believe that practice should be based on
scientific evidence, and as Hsiao, et al note, some physicians believed that most CAM modalities
"failed the evidence-based standard" and were no more effective than placebos. Additionally,
many physicians cited lack of knowledge and exposure as reasons for skepticism. Significantly,

.
many practitioners viewed knowledge
as a prerequisite for both referral and practice.
Interviewees named several modes of formal and informal acquisition of knowledge, including:
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organized curricula resulting in a degree or certificate, journal articles, textbooks, websites,
apprenticeships, conferences, co-workers, and patients.
Finally, in an interesting study exploring collaborative patterns between alternative health
care practitioners and physicians in hospital settings in Israel, Shuval, Mizrachi, & Smetannikov
(2002) interviewed physicians, nurses, and alternative healthcare practitioners and found "a dual
process of simultaneous acceptance and marginalization of _alternative practitioners" in which
"[ alternative practitioners] were in no way accepted as regular staff members and their
marginality was made clear by a variety of visible structural, symbolic and geographical cues"
(1745). The researchers further observed that marginalization has prompted many alternative
practitioners and modalities to seek legitimacy through isomorphism - adopting or reproducing
similar organizational forms and practices to that of the dominant system (in this case,
biomedicine) - while being forced to abandon some of the holism that has traditionally defined
alternative medicine practice. In this vein, both alternative practitioners and their biomedical
counterparts within the hospital often emphasized the importance of classically designed
experiments to demonstrate the efficacy of alternative methods of treatment. Despite these efforts,
however, and despite many expressed positive attitudes toward alternative treatment modalities,
the researchers found that biomedical practitioners who were willing to collaborate with
alternative practitioners often confronted "unsympathetic or hostile reference groups within the
hospital community," which might affect allocation of resources, professional advancement,
space, and remuneration. The result of this environment was a distinct division of labor, with
biomedical practitioners being expressly responsible for the diagnosis and treatment of disease,
and alternative practitioners concentrating on "feelings and affective states involving the
alleviation of pain, suffering and efforts to improve the quality of life" (p. 1745). The researchers
did note that this division of labor was functional, in that it enabled alternative practitioners to
fulfill a real need, by addressing areas of patient comfort which physicians are at times unwilling
or unable to address.
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Knowledge, Attitudes, Referral Practices, and Barriers to Use for Allied Health Professions

Although there are many attitudinal studies of CAM in the extant literature, few such
studies exist which pertain specifically to the allied health professions. This author did, however,
locate several studies examining the perceived prestige of various professionals. In one study by
Shortell (as cited in Furnham, Pendleton, & Manicom,1981) physicians, hospitalized patients, and
graduate business school students similarly ranked the prestige of 41 medical and allied health
professionals. Medical specialists were most highly rated, while the 3 groups each rated social
workers, occupational therapists, nurses, and medical technologists as relatively unprestigious.
The results also indicate that all the groups assigned significantly higher prestige ratings to
activity-passivity specialties (patient as passive recipient), followed by guidance-cooperation
specialties (patient as cooperator) and mutual cooperation specialties (patient acting in
partnership). In another study examining the prestige ratings of allied health professionals by
physicians, nurses, physical therapists, and occupational therapists, an overall hierarchy showed
that speech pathologist, physical therapist, social worker, and audiologist were the top ranked
professions, and that medical technologist, dental hygienist, respiratory therapist, and radiologic
technologist ranked lowest. Results of this study seem to suggest that level of advanced training
required to enter a health profession affects professional perceptions (Parker & Fong, 1987).
Additionally, status as a physical or mental health professional may be a significant factor in
determining prestige of allied health professionals; research has shown that attitudes toward
the former are uniformly more positive (Shortell, as cited in Furnham, Pendleton, & Manicom,
1981).
In a study by Kenny and Adamson (1992) the researchers interviewed allied health
professionals from the fields of nursing, physical therapy, occupational therapy, speech
pathology, and psychology to investigate issues of medical dominance over the allied health
professions and these professionals' perceptions of the interaction of physicians with their
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occupational group. Kenny and Adamson found that 73% of the health professionals surveyed felt
that physicians neither regarded them as professional equals, nor had an adequate understanding
of their profession. Only 40% of respondents reported feeling satisfied with their professional
relationships with doctors. However, 74% of these professionals felt they had sufficient autonomy
to discuss doctors' instructions and offer them advice or suggestions. The three most commonly
identified aspects of their relationship with the medical profession that allied health professionals
would like to change were 1) greater equality of status with the medical profession, 2)
achievement of greater equality in the decision-making process via a team approach to patient
care, and 3) the need for physicians to know more about, and respect, the skills of various
healthcare professions. Allied health professionals also identified ways in which their respective
professions could promote changes in professional status, including 1) becoming more confident
and assertive in what their profession has to offer, 2) increasing the research base to support
effectiveness of clinical practices, and 3) demonstrating valuable skills and knowledge not
possessed by others.
Among allied health practitioners, studies show that in-group bias may affect
interprofessional attitudes. For example, Furnham, Pendleton, and Manicom (1981) found that
each professional group tended to judge themselves more positively than did the other groups.
The researchers also found that all groups were perceived positively, although social workers
were perceived least positively, and that professions were judged for prestige along two major
dimensions: warmth/ accessibility and status/ power. The researchers saw these results as having
clear connotations for interprofessional cooperation and health care delivery. Similarly, Thomas
(1999) found that a majority of professionals surveyed responded that they understood the other
[allied health] professions, but the other professions did not understand them. Further inspection
of the data revealed that reported understanding of a profession did not necessarily correlate with
perceived importance in patient care, perceived respect, or perceived education needs of that
profession. Finally, Insalaco, Ozkurt, and Santiago (2006) surveyed occupational therapy,
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physical therapy, and speech-language pathology students in their final year of training and found
that, in general, the groups of students viewed their future responsibilities more broadly than their
colleagues did. The authors note that without training or shared coursework, students tend to
stereotype other disciplines and to believe themselves more capable than others.
Despite the relatively few attitudinal studies about the allied health professions, a handful
of studies were identified that explore knowledge and pe_rceptions, as they impact referral
practices, for the specific allied health professions with which this paper is concerned. For
example, Brogan (1981) surveyed physicians regarding perceived rehabilitation service needs of
their patients and concluded based upon reported referral rates that physicians probably do not
recognize the extent to which their patients need rehabilitation services, and may not adequately
refer their patients for such services. Similarly, Scherz, Kallail, and Edwards (1991) researched
the attitudes of family practice residents regarding speech-language-hearing referrals. Their
findings indicated that participants had made significantly fewer referrals to speech-language
pathologists (SLP) and audiologists than other medical specialties during a 6-month period, and
the majority had made referrals to neither during the preceding 6-month period. Additionally,
although a majority stated they would refer either directly or following consult with another
medical specialist for the most well-known categories of communication disorders, few referred
to an SLP or audiologist for less well-known target populations of these specialists. The authors
concluded based on their results that family practice residents have a limited view of speech
language-hearing problems and an inadequate understanding of the full range of problems
frequently treated by speech-language pathologists. In another study, Brintnell, Madill, and Wood
( 1981) surveyed 54 hospital administrators and other health professionals and compared their
responses regarding a variety of occupational therapy (OT) roles and tasks to the responses of
occupational therapists. The purpose of the study was to assess prior knowledge of OT and
thereby identify areas in which further education might be needed in order to increase job
opportunities, particularly in rural areas. Varying levels of knowledge of occupational therapy
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roles were found, with administrators of rural facilities reporting less knowledge overall than
administrators of more urban facilities. Additionally, most respondents were better able to
identify treatment techniques and media than assessment, goal planning, and evaluation methods
of occupational therapists. Finally, Ritchey, Pinkston, Goldbaum, and Heerten (1989) found that
physician referrals to physical therapy were based upon patient needs rather than perceptions of
practitioner competency or status. The researchers posited opportunities for greater autonomy of
physical therapists in medical settings would be most easily attained through educating physicians
regarding the extent of therapist's capabilities, and not by enhancing status through legislation of
more stringent curricular and licensing standards.

Knowledge, Attitudes, Referral Practices and Barriers to Use of
Music Therapy in Medical Settings
Further examination of the literature assessing attitudes of medical professionals with
regard to CAM and allied health reveals only a handful of studies that assess attitudes toward
music therapy or the use of music in patient care. For those studies that do include music therapy,
results indicate that overall attitudes of nursing staff toward music therapy as an intervention in
medical settings are much more positive than physician attitudes.
In a study of 348 nurses working in critical care (medical, surgical, cardiac, neurological
and pediatric ICU) settings in two tertiary-level hospitals in a large midwestem city, Tracy, et al
(2003) found that the level of reported knowledge of complementary and alternative therapies
(CAT) was greatest for diet, exercise, massage, prayer, and music therapy. The first four of these
were viewed as legitimate by more than 90% of respondents, while 76.8% of respondents viewed
music therapy as legitimate and 42.8% viewed it as "clearly mainstream"; 95.7% of respondents
viewed music therapy as "neutral to beneficial" in patient care. With regard to self-reported
knowledge/ training, 63% of respondents reported "some or a lot'' of knowledge of music
therapy, while 36.2% reported "no training." With regard to use, 67.4% of nurses said they had
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recommended music therapy to patients, 94.3% said they had used music therapy or considered
its use in practice, and 56.5% reported that patients/ families had requested music therapy. In a
similar study by Tracy, et al (2005) in which respondents were comprised of a national random
sample of members of the American Association of Critical-Care Nurses, the most common
therapies used were diet, exercise, relaxation techniques, and prayer. Those therapies judged as
legitimate by more than 75% of respondents included diet (98.5%), exercise (99.7%), massage
(90.4%), counseling (92.8%), prayer (89.1%), relaxation techniques (96.3%), music therapy
(81.2%), meditation (85.4%), pet therapy (80%), and behavioral medicine (75.8%). With regard
to perceived "potential overall helpfulness of complementary and alternative therapies", more
than 90% of respondents felt that CAT were helpful with regard to seven areas: stress (98.5%),
anxiety (96.1%), pain/discomfort (94.4%), back pain (93.2%), headache (92.4%), restlessness
(92.3%), and insomnia (90.7%); two symptoms, nausea and vomiting, were seen as less
responsive to CAT. With regard to use, 55.7% of nurses said they had recommended music
therapy to patients, 52.4% said they had used music therapy in practice, and 37.9% reported that
patients/ families had requested music therapy; 98.8% judged music therapy as "neutral to
beneficial" in patient care. Participants in both studies cited a number of barriers to the use of
CAT, including lack of staff training; lack of knowledge; unavailability of credentialed providers;
lack of time or equipment; physician, peer, or personal reluctance; lack of reimbursement; and
institutional concerns about legal issues (Tracy et al, 2003; Tracy et al, 2005).
Zaza, Sellick, Willan, Reyno, and Browman ( 1999) surveyed health care professionals
from two cancer treatment centers in Ontario, Canada, to determine their familiarity with a
variety of psychosocial techniques used for controlling chronic non-malignant pain, and to assess
their clinical use of these non-pharmacological strategies (NPS) to assist their patients in
controlling cancer pain. Professionals who were surveyed included physicians, nurses, radiation
therapists, and other members of the interdisciplinary team, including social workers, dieticians,
pharmacists, and pastoral counselors, who had clinical contact with patients for the purpose of
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pam and symptom management. Over half of participants reported usmg unagery, surgery,
support groups, and radiation for managing cancer pain, while 50% or more indicated that they
knew about but did not use chiropractic, acupuncture, hypnosis, massage, and prayer. The
disciplines surveyed differed in their familiarity with several of the NPS about which they were
surveyed, including music or art therapy; nurses were more familiar with music therapy and a
number of other NPS than were physicians. In addition, physicians perceived psychotherapy,
meditation, music/art therapy, and therapeutic touch as less effective than the other professionals,
and perceived patient usage or inquiry about music/art therapy, progressive muscle relaxation,
and therapeutic touch to be less than did nurses. Music/art therapy was perceived by all
disciplines to have little or no risk. Participants identified five therapies that they would be most
interested in learning more about. In order of preference these were acupuncture, massage,
hypnosis, biofeedback, and therapeutic touch. Predictive factors for interest in a given NPS
included professional discipline, gender, familiarity, perceived risk of adverse effects, estimated
patient usage, and awareness of research to support effectiveness.
In an in-depth study exploring attitudes toward CAM, Kreitzer, Mitten, Harris, and
Shandeling (2002) surveyed medical, nursing, and pharmacy faculty and students and found that
more than 90% of faculty and students believed that clinical care should integrate the best of
conventional and CAM practices. Respondents also felt that health professionals should be
prepared to advise patients about commonly used CAM methods. Professional attitudes toward
CAM were found to be slightly more positive than student attitudes and nursing faculty expressed
the greatest interest in using CAM among the faculty groups. Similarly, nursing students
expressed more positive attitudes toward CAM in general than medical or pharmacy students.
With regard to perceived barriers to referral, the researchers found that lack of evidence is the
most significant perceived barrier, while unavailability of credentialed providers, lack of
reimbursement, and lack of staff training were also perceived as barriers by more than 75% of
respondents. The researchers in this study also evaluated the current level of CAM training and

22

desire for future training among all survey respondents and found that less than half the total
faculty felt that they had sufficient training in any CAM modality to use it with their patients, or
advise patients regarding use. With regard to music specifically, more than 35% of the nursing
faculty felt prepared to advise patients regarding its use, compared with no medical or pharmacy
faculty. Overall, faculty members did express interest in acquiring sufficient skill to advise
patients regarding CAM. More than 50% of nursing faculty expressed interest in increasing
knowledge in 10 areas of CAM practice, including music. Neither medical students nor faculty
expressed interest in increased training in the use of music in patient care, although interest was
expressed in several modalities. In every category, medical students' interest in additional
training exceeded faculty interest. Researchers did find that training was related to positive
attitudes toward CAM among both students and faculty and there were many modalities for
which both faculty and students indicated that they would refer patients to a CAM practitioner.
More than 50% of nursing faculty indicated that they would personally provide or refer to a CAM
practitioner for music, among other CAM modalities, and nursing students expressed even more
interest than their faculty counterparts in providing or referring to a CAM practitioner for music.
No significant number of medical or pharmacy faculty/ students expressed interest in the use of
music. Finally, medical students were slightly less likely overall than medical faculty members to
provide or refer to CAM practitioners.
Two studies were found that specifically address physician attitudes toward music
therapy, within the construct of complementary and alternative medicine. In one study of a
random sample of 2000 of the 4879 physician members of the American College of
Rheumatology residing in the U.S., Berman, Bausell, and Lee (2002) found that at least 50% of
the responding physicians had referred patients to 8 CAM therapies (acupuncture, behavioral
medicine, biofeedback, counseling/ psychotherapy, dietary prescriptions, electromagnetic
applications, exercise, and massage). However, only 17% of the 924 respondents regarded
music/sound therapy as part of "legitimate medical practice" with regard to pain mediation.
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Similarly, only 21% of those surveyed reported having enough knowledge to discuss music
therapy with patients, while 8% reported having made a music therapy referral, and 2% reported
administering music/sound techniques themselves with patients. Of the 22 CAM therapies about
which physicians were surveyed, only 3 CAM therapies, homeopathy (4%), Reiki (5%), and
magnets (4%), were regarded by fewer physicians as legitimate practice; herbal and botanical
medicine was similarly regarded in comparison with music therapy, with 22% of physicians
identifying it as legitimate practice. The same four CAM therapies joined music therapy in
having a referral rate of l 0% or less by those physicians surveyed. Conversely, many physicians
regarded relaxation techniques (45%) and counseling/psychotherapy (81%) as legitimate medical
practice and, perhaps predictably, reported significantly higher knowledge - 42% and 69%
respectively- and referral rates - 37% and 82% respectively- for these treatments.
In a survey of 200 primary care medical school faculty by Levine, Weber-Levine, and
Mayberry (2003), researchers found that 5 CAM therapies were regarded as legitimate by more
than 70% of respondents: nutrition and diet (96%), counseling or psychotherapy (94%), fitness
and exercise (91%), emotional support groups (79%), and biofeedback (73%). Only 35% of
physician respondents regarded music therapy as legitimate, with 21% reporting "some" or "a
lot/advanced" training with regard to music therapy, and 11% expressing interest in training.
Interestingly, of those who reported personal experience with music therapy (11%), 88% regarded
it as effective. Positive attitudes toward relaxation techniques/ meditation, counseling/
psychotherapy, and support groups in both studies seems significant in that many physicians may
not truly understand the variety of interventions that a trained music therapist is capable of
providing.
Additionally, one study was found that investigated the attitudes and expectations of
medical staff toward the use of music with premature infants in the neonatal intensive care unit
(NICU) was found. Kemper, Martin, Block, Shoaf, & Woods (2004) distributed 187 surveys to
nurses, physicians, therapists (respiratory, occupational, and physical), social workers, and other
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NICU staff requesting information regarding their expenence with music, attitudes and
expectations toward music for infants, and expectations about the effects of music on parents and
NICU staff. Of the 150 returned surveys, the majority were completed by nurses; 27 responses
were received from physicians (faculty physicians, fellows, and residents). Results indicated that
the majority of staff surveyed (68%) had positive overall attitudes about music being played in
the NICU. Classical music was reported as the preferred genre and harp or acoustic guitar were
the preferred instruments for music presentation. Most respondents agreed that music has the
ability to improve mood (99%) and lift spirits, boost energy, and improve vitality (96%). The
majority also agreed that music helps relieve pain (78%) and enhances growth and recovery from
injury and illnesses. Although most respondents considered noise a source of stress in the NICU
(89%), a similar percentage agreed that music could reduce stress in infants (86%) and reduce
crying/ improve sleep behavior (80%). Fewer than 5% of respondents felt that the presence of
music in the NICU environment would lead to any significant adverse effects. Interestingly,
respondents who reported any musical training were 2.3 times as likely to desire music in the
NICU. Additionally, prior musical training, along with being a nurse or other healthcare
professional, versus a physician, were significantly associated with desire for music in the NICU.
For those nurses and physicians who expressed favorable attitudes toward using music in the
NICU, the nurses were six times more likely than the physicians to prefer recorded music to live
music. The researchers hypothesized that nurses may have a greater concern than doctors that the
presence of a live musician will interfere with required tasks at the bedside. Additionally, never
having experienced live music in a clinical setting was associated with a greater preference for
recorded music.
Three studies were found in music therapy journals that explore the attitudes of patients,
medical staff, and/or families/observers toward music therapy as a treatment intervention,
including one recent study. Heaney (1992) investigated the attitudes of adult psychiatric
inpatients toward activity therapies (art therapy, music therapy, and recreation therapy) and other
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aspects/ interventions within the overall treatment mileu (community meetings, contact with
nursing staff, ward environment, group psychotherapy, medication, other patients, and 1: I
psychiatry) and found that music therapy was consistently rated highest of the three activity
therapies. However, all activity therapies were rated quite positively and music therapy was rated
significantly higher on the pleasurable/painful scale only. No significant differences among
activity therapies were found for the good/bad, important/unimportant, or successful/
unsuccessful scales. Additionally, results showed that the activity therapies (taken as a whole),
along with interacting with nursing staff were rated as significantly more pleasurable than
environment, individual psychotherapy, group psychotherapy, and medication. Activity therapies
also were not rated as significantly Jess important or Jess successful than medication, the highest
rated intervention on these two scales.
Choi ( 1997) distributed surveys to staff members, music therapists, and patients at
psychiatric hospitals in order to assess attitudes toward music therapy in this setting. With regard
to staff attitudes, Choi found that psychiatrists showed a less positive attitude toward music
therapy than other disciplines, nurses expressed the most positive attitudes, although their
collective view of music therapy did not differ significantly from that of other interdisciplinary
team members, and psychologists and social workers responded negatively to treatment goals that
they regarded as being in "their" area, valuing music therapy primarily as therapeutic recreation.
Choi also found that staff members who had observed music therapy groups gave significantly
higher responses to most of the questionnaire items and music therapists' ratings of their
treatment services generally were higher than those of other disciplines. With regard to patient
attitudes, responses were significantly lower than those of the music and recreation therapists, but
did not differ significantly from professional attitudes. Patient responses were the second lowest
average mean score among the different classes of respondents. In addition to attitudes and
perceptions, Choi was able to gather some information which may be of import to the current
study, namely that staff members rated music therapy less favorably for its "professional weight"
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in the medical/ health care system, and most staff members reported that they were not aware of
music therapy research, indicating that they may not view music therapy as a research-based
practice.
In a study designed to assess the relevance of music therapy in a cancer hospital setting,
O'Callaghan and McDermott (2004) used a constructivist approach to research and compile the
interpretations of patient participants, patient observers, visitors, staff, and the music therapy
researcher. Surveys yielded a number of themes with regard to the impact of music therapy in a
cancer hospital. Patients felt music had the ability to elicit varied affective responses; create
associations with human relationships/ aid community building; alter sensory/ somatic experience
and/or motivate movement; facilitate memories, diversion, imagery, or transference; transform
adversity and/or facilitate increased self-awareness; and increase well-being, self-awareness, and
self-expression. Rarely, patients felt music therapy did "nothing." Staff felt that music therapy
elicits a range of helpful emotions and self-awareness; patients experience music therapy
positively - emotionally, physically, spiritually, or socially - as it helps them to negotiate their
illness; and music therapy sometimes helps visitors. Many staff members were supportive of a
continuing, expanded music therapy program to meet holistic patient needs.
In addition to research published in music therapy journals, one study was found in a
cancer journal that specifically explored staff satisfaction toward a music therapy program
established within a palliative medicine inpatient unit of a large midwestern hospital. Gallagher,
Huston, Nelson, Walsh, and Steele (2001) distributed surveys to all palliative medicine inpatient
unit staff (nurses, nursing assistants, social workers, physicians, and physician assistants) in 1995
and 1997. The researchers found that staff surveyed in 1995 perceived patient satisfaction, stress
reduction, anxiety reduction, and patient receptiveness to be areas in which music therapy was
most effective, while comfort and solace, self-expression, patient positive response, pain
perception, ameliorating depression, and family positive response were given lower ratings. In the
1997 higher survey ratings were given in all areas except for patient satisfaction. Gallagher,
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Huston, Nelson, Walsh, and Steele noted that the improvement in results for the follow-up survey
may have been due to increased familiarity with music therapy as a service and education
initiatives undertaken by the therapists.
Finally, Hernandez (2006) conducted a multi-phase, multi-purpose study to l) assess
attitudes and prior knowledge of family medicine residents regarding music therapy, 2) provide
music therapy interventions with family medicine residents as a means of inducing physiological
changes, reducing stress and burn-out, increasing relaxation, increasing group cohesion,
enhancing mood state, and improving quality of life, and 3) increase knowledge and awareness of
the potential benefits of music therapy for patients. In a pre-test to assess knowledge of music
therapy, Hernandez found that all except one participant had heard of music therapy. Participants
rated geriatrics as the setting where music therapy would be the most effective, followed by
psychiatric, special education, hospital/ hospice settings, and corrections. Hernandez also
assessed the residents' attitudes regarding the effectiveness of music therapy compared with
popular CAM therapies and found that acupuncture was rated most effective, followed by herbal
medicine, music therapy, chiropractic, and massage therapy. The most frequently cited sources of
information regarding music therapy were personal experience (54%), others in the hospital
(27%), professors (18%), and journals (18%). Fewer respondents reported gaining knowledge of
music therapy from textbooks (9%), newspapers (9%), or the internet (0%). Following pre-testing
and a brief inservice, Hernandez provided 7 weekly music therapy sessions, utilizing a variety of
interventions, to the same group of family medicine residents. Participants reported changes in
respiratory rate, cardiac rate, muscle tension, emotional state, and increased energy and
contentment as a result of music therapy interventions. Additionally, 100% of the residents
reported a belief that music therapy could enhance the quality of life of patients and play an
important role in the hospital setting. During post-testing, residents identified pain distraction and
pre-operative anxiety as the most viable options for music therapy in the hospital setting.
Residents also independently identified several specific ways in which music therapy could
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potentially benefit patients, including decreasing anxiety and pain, providing opportunities to
focus on something other than the disease, meeting psychological needs, facilitating relaxation
and sleep, providing tools for coping, and providing enjoyment. Although all participants
reported that they would refer patients to music therapy, cost to the patient was cited as a
potential barrier to referral. Finally, all participants expressed interest in furthering their
knowledge of music therapy through observation, and many participants expressed an interest in
additional training related to specific facets of music therapy, including music therapy and
medicine (81.9%), clinical applications of music therapy (77%), benefits (45.4%), biomedical
foundations of music therapy (36.3%), and effects on cost (36.3%).

Summary and Limitations of Previous Studies

A combined analysis of the many studies that have assessed perceptions of CAM, the
allied health professions, and music therapy yields useful information regarding the attitudes of
medical professionals, allied health professionals, and patients toward these disciplines, and
provides some insight into the barriers to effective integration of music therapy into mainstream
medical practice. Firstly, with regard to perceptions of CAM use among medical professionals:
I) physicians perceive CAM as being moderately effective, 2) physicians have limited knowledge
of CAM, 3) for both physicians and nurses, increased knowledge of CAM leads to increased
referral and use, 4) nurse attitudes toward CAM use are more positive overall than physician
attitudes, and 5) nurses report many barriers to CAM use, one of which is physician reluctance.
Secondly, with regard to perceptions of allied health professions: I) perceived prestige of allied
health professions may be influenced by type of interaction with patients and/or level of patient
involvement in care, level of education or advanced training required to practice, or status as a
mental vs. physical healthcare professional, 2) allied health professionals overwhelmingly
perceive physicians as having inadequate understanding of and respect for allied health, and 3)
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physicians may fail to recognize the need for allied health services, may lack of knowledge of the
capabilities of allied health professionals, and may have a limited view of the scope of practice
within a given allied health field. Finally, with regard to music therapy specifically: 1) nurses
overall perceive music therapy as legitimate, clearly mainstream, and neutral to beneficial, 2)
nurses perceive music therapy more positively than physicians and report greater interest,
knowledge, and use of music therapy in patient care, 3) physicians have little knowledge of music
therapy, overwhelmingly do not perceive music therapy as legitimate, and seldom refer to music
therapy, 4) physicians may not understand music therapists' training/ skills and/or be aware of
music therapy research, 5) some physicians and interdisciplinary team members view music
therapy positively, particularly if they have had an opportunity to observe music therapy in a
clinical setting, and 6) additional training and exposure to music therapy leads to greater
understanding and improved attitudes.
Despite the useful information all the studies reviewed contain, there are some possible
weaknesses which cannot be ignored. One weakness is that there is no indication for many of
these studies that participants were provided with descriptions or definitions of any kind
regarding the disciplines about which they were being surveyed. In the published studies in
music therapy journals it is clear that participants had either direct or indirect contact with music
therapy.

However, in CAM studies targeting medical personnel there is no indication that

participants were instructed to consider only services provided by a trained, board certified music
therapist, possibly leading to considerable confusion on the part of participants and resulting in
confounding of data. In the absence of description or instruction this confusion may be
compounded by lack of education and training in medical school programs, as well as by variance
in information provided in printed literature to doctors regarding music therapy. In support of
this second hypothesis, two descriptions of music therapy in two separate texts, both directed
toward medical professionals, were reviewed by this author and found to give staggeringly
different definitions. For example, a definition by Milton and Benjamin (1999) in the book
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"Complementary and Alternative Therapies" states "Music therapy is the use of sound to promote
relaxation and reduce stress and pain ...Music is an inexpensive therapy [because] inexpensive
audiocassettes or compact discs can be used ...There is no standardized preparation for music
therapy ..." (p. 26). Conversely, a chapter in "Clinician's Complete Reference to Complementary
and Alternative Medicine" provides a thorough and accurate overview of music therapy,
including origins and history; theoretical mechanisms; _biologic mechanisms; therapeutic
approaches;

demographics; reasons for referral/ applications; research base; training/

credentialing; barriers; and suggested readings and bibliography (Hunter, 2000). In addition to
printed literature in the form of books, the presence of research literature within the nursing
profession identifying "music therapy" as a nursing intervention (Covington & Crosby, 1997;
Johnston & Rohaly-Davis, 1996; Komara, Heiser, Shawler, & Branson, 1995; Taylor-Piliae &
Chair, 2002) may result in further confusion.
Such confusion and lack of information is important. Several studies have highlighted the
importance of physician attitudes as they affect referrals and patient access to CAM and the allied
health professions. For example, Baumann, Deber, Silverman, and Mallette (1998) assert that
"physicians have traditionally been assigned the role of 'gate-keeper' of patient care, making
decisions as to which interventions would be delegated to other professionals and which services
would be used" (p.1043). Similarly, Warrick, et al (in Burns, Sledge, Fuller, Daggy, & Monahan,
2005) found that lack of endorsement from medical professionals may influence patients'
decisions with regard to alternative medicine. Additionally, patient access to allied health and
rehabilitation services may be influenced by physicians' failure to recognize the need for such
services (Brogan, 1981), as well as lack of knowledge of therapists' capabilities, and a limited
view of the scope of practice within a given allied health field (Brintnell, Madill, and Wood,
1981; Scherz, Kallail, and Edwards, 1991). Perhaps most significantly, in regional and national
studies of nurse attitudes toward CAM, physician reluctance was reported as a greater barrier to
use of CAM than peer reluctance or personal reluctance of the respondent (Tracy et al, 2003;
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Tracy et al, 2005). Therefore, it is important that future studies assessing physician attitudes
provide a clear, operational definition of music therapy - one that places music therapy firmly in
the context of the allied health professions - to inform participants.
This final detail, the question of context, may be far more than a matter of semantics.
Although the NIH has conceded that "boundaries within and between CAM and the domain of
the dominant system are not always sharp or fixed" (in Caspi,.et al., 2003), there are a number of
reasons that placing music therapy within in a context of complementary and alternative medicine
vs. allied health may influence both real and reported perceptions of the profession. Firstly, Caspi,
et al (2003), have cautioned that CAM is a flawed construct that has led to misunderstanding and
skepticism on the part of physicians. A portion of this skepticism may be related to the widely
varying education and credentialing standards for many popular CAM modalities. For instance,
according to The International Center for Reiki Training website (n.d./ 2007), Reiki practitioners
have no formal training or credentialing standards. Natural Healers website (n.d./ 2007) indicates
that training for Aromatherapy may range from several dozen to several hundred hours and there
is no formal accreditation standard for training programs. Reflexologists are required to undertake
at least 110 hours of formal training, although many states require these practitioners to adhere to
more stringent standards for Massage Therapy training, requiring practitioners to complete 500
hours of classroom and hands-on training, successfully complete a state or national certification
exam, and complete continuing education standards for certification maintenance (American
Reflexology Certification Board, n.d./ 2007). Conversely, modalities such as Acupuncture and
Chiropractic, which are often considered within the CAM domain, have very similar education
and credentialing standards to the allied health professions (Natural Healers, n.d./ 2007), which
usually includes: 1) completion of a bachelors, masters, or doctoral degree, 2) specific
coursework within the degree program to enhance competencies, 3) a minimum number of
observation and supervised clinical practicum/ internship hours, 4) successful completion of an
examination for registration, certification, or licensure, and 5) continuing education to maintain
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registration, certification, or licensure (American Music Therapy Association, n.d./ 2007;
American Occupational Therapy Association, 2006; American Speech-Language-Hearing
Association, 2007; US Department of Labor, Bureau of Labor Statistics, 2006). Therefore, based
upon this information and the knowledge that the prestige of the allied health professions may be
correlated with the level of education or advanced training required within those professions, one
might conclude that categorizing music therapy as a complementary or alternative modality may
increase confusion, enhance stigm as and stereotypes, and perpetuate physician skepticism,
reluctance, and barriers to use.
A second reason that it may be detrimental to place music therapy in a context of CAM,
as opposed to allied health, is that research has shown that although physicians perceive CAM as
being moderately effective, many physicians have limited knowledge of CAM modalities, and
many may use CAM primarily as a "helpful placebo." Some studies have shown that physicians
also have inadequate understanding of and respect for the allied health professions, may fail to
recognize the need for allied health services, and may lack knowledge of the capabilities and
scope of practice of allied health professionals. However, unlike the current studies addressing
these issues with regard to CAM, studies addressing these concerns as they relate to allied health
are 15-20 years old, possibly indicating that professionals in these fields have transcended such
barriers to become accepted members of the medical interdisciplinary team.

Purpose and Need for the Current Study

As noted above, many studies published in both music therapy and medical peer
reviewed journals have examined attitudes of various individuals toward music therapy in
medical settings, including nurses, other interdisciplinary and medical team members, patients,
and families/ observers (Choi, 1997; Gallagher, Huston, Nelson, Walsh, & Steele, 2001; Heaney,
1992; Kemper, Martin, Block, Shoaf, & Woods, 2004; Kreitzer, Mitten, Harris, & Shandeling,

33

2002; Tracy et al, 2003; Tracy et al, 2005; O'Callaghan & McDermott, 2004). However, despite
the pivotal role that physicians play in managing patient care, relatively few studies exploring the
attitudes of physicians specifically toward music therapy exist (Berman, Bausell, & Lee, 2002;
Hernandez, 2006; Levine, Weber-Levine, & Mayberry, 2003). Additionally, for much of the
available research it is unclear whether participants were instructed to consider only services
provided by a trained, board certified music therapist, and .there is often no indication of the
degree to which participants had been previously exposed to music therapy within a clinical
setting.

Finally, most studies that do include music therapy place it within a context of

complementary and alternative medicine, as opposed to allied health.
As this review of literature has attempted to demonstrate, attitudes of physicians and
other medical personnel will be of paramount importance in the continued expansion of music
therapy in medical settings, particularly in today's continually changing health care marketplace
(Clark & Ficken, 1988; Crowe, 1985; Maranto, 1991). Well-constructed research in this area of
inquiry is needed. Furthermore, it is important that the research place music therapy in a context
with other fields with similar education and credentialing requirements. Therefore, the major aims
of this study were to l) to assess physician attitudes, referral practices, and barriers to use of
music therapy in medical settings, and 2) to compare physician attitudes toward music therapy
with attitudes toward related allied health professions - physical therapy, occupational therapy,
speech therapy, and counseling/ psychotherapy. It is hoped that the information provided by this
study will help to inform music therapists currently practicing in medical settings, or with an
interest in practicing in medical settings, with regard to current physician attitudes and areas of
opportunity for education and/ or research, leading to the continued expansion of music therapy
in health care.
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CHAPTER III
METHODOLOGY

The purpose of this study was to assess physician knowledge, attitudes, referral practices,
and barriers to use of music therapy in medical settings, as compared with knowledge, attitudes,
referral practices, and barriers to use of related allied health professions. It is hoped that the
information provided by this study will help to inform music therapists regarding areas of
opportunity for education and research, leading to the continued expansion of music therapy in
health care.

Participants

Participants in this study included 278 physicians from selected departments at Hennepin
County Medical Center (HCMC) and Park Nicollet Methodist Hospital, two large hospitals in
metropolitan Minneapolis, Minnesota.
HCMC is a 422-bed acute care hospital and Level I Trauma Center, with an extended
healthcare campus including primary and specialty care clinics, a multi-specialty group practice,
and four off-site primary care clinics. The main campus of the hospital is located in downtown
Minneapolis. The hospital system employs physicians in a large number of specialties.
Additionally, allied health professionals in the fields of occupational therapy, physical therapy,
speech language pathology, and psychology are employed throughout the medical system in
inpatient, partial hospitalization, and outpatient settings. HCMC is an academic and teaching
hospital that maintains active affiliations with 54 educational institutions, and provides hands-on
training via the "Allied Clinical Rotations" program to a large number of allied health professions
students. Currently, there are no music therapists employed or trained at the hospital.
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Permission was obtained from the Chief of Internal Medicine at HCMC to survey
physicians in the Department of Medicine. (The initial letter of contact is included in Appendix
A, followed by the response e-mailed to the researcher by the Secretary to the Chief of Internal
Medicine in Appendix B.) The Department of Medicine includes physicians practicing in the
specialty areas of addiction medicine; cardiology; clinical epidemiology; clinical pharmacology;
endocrinology, metabolism and diabetes; gastroenterology; general internal medicine; geriatric
medicine; hematology/ medical oncology; infectious diseases; nephrology; pulmonary and critical
care medicine; and rheumatology. A total of 9l staff physicians and 60 medical residents were
surveyed.
Park Nicollet Methodist Hospital is a 426-bed facility in suburban Minneapolis,
Minnesota. Methodist Hospital is part of the wider Park Nicollet Health Services system, which
includes a large multispecialty clinic that provides care in more than 45 medical specialties and
subspecialties throughout 25 clinics in Minneapolis and surrounding suburbs. Allied health
professionals in the fields of occupational therapy, physical therapy, speech language pathology,
and mental health services are employed throughout the medical system in inpatient, partial
hospitalization, outpatient, and homecare settings. Additionally, music therapists are employed in
several areas of the hospital system, including the Eating Disorders Institute, Hospice, Oncology,
and Struthers Parkinsons Center. Methodist Hospital is also a music therapy internship site and
trains 4-8 interns per year.
Permission was obtained from the respective Chiefs of each department (Appendix C and
Appendix D), following an initial personal contact by one of the staff music therapists at the
hospital, to survey physicians in the Hospital Service, Oncology, and Pulmonary Medicine.
However, after the survey closing date it was found by the author that the Chief of Pulmonary
Medicine was unable to send out the survey to that department. As a result a total of 117
physicians were surveyed at Methodist Hospital - IO oncologists and l 07 members of the
hospital service.
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Survey Instrument

A review of literature failed to produce an appropriate existing survey instrument to
assess the areas of interest for this study. Therefore, an experimenter-designed survey instrument
was used (Appendix E). The survey instrument was created with attention to previous articles and
surveys by Boucher & Lenz ( 1998); Chez, Jonas, & Crawford (200 I); Insalaco, Ozkurt, &
Santiago (2006); Kreitzer, Mitten, Harris, & Shandeling (2002); Lie & Boker (2004);
Rosenbaum, Nisly, Ferguson, & Kligman (2002); Scherz, Kallail, & E dwards (1991); Schneider,
Meek, & Bell (2003); & Tracy, et al (2003 , 2005). Preliminary drafts of the survey instrument
were reviewed by the author's thesis committee, three independent physicians, and members of
the Institutional Review Boards of Western Michigan University, Hennepin County Medical
Center, and Park Nicollet Methodist Hospital to assess validity of the instrument. Minor changes
to the survey format, semantics, and content were made at the suggestion of these reviewers. The
final version of the survey was created and administered using Survey Monkey, an online survey
program.
The final version of the survey was comprised of nineteen questions arranged in a grid or
"matrix" format with electronic check boxes and defined answer columns, and one open-ended
question to generate additional comments and opinions from respondents. For those questions
with defined answer categories, question types utilized included drop-down menus for
demographic questions, as well as a variety of yes/no questions, Likert scales, and questions
instructing respondents to check all applicable responses. The electronic survey was designed to
accept single or multiple answers to a question, as appropriate for each question asked. The
survey was divided into three sections - l) demographic information, 2) knowledge and attitudes,
and 3) evidence, referrals, and barriers to use. The demographic information section asked
questions related to gender, discipline or specialty, and years of practice. The knowledge and
attitudes section asked questions related to overall knowledge of each allied health discipline,
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awareness of credentialing requirements, awareness of evidence-based research, ability to advise
patients, perceived effectiveness of interventions, and reported sources of infonnation regarding
each discipline. The evidence, referrals, and barriers to use section asked questions regarding
attitudes toward various research methods, views toward quality of life measures, and referral
practices, knowledge of referral process, and perceived barriers to use for each discipline.

Procedure

The author first attempted to survey all physicians employed by Hennepin County
Medical Center (HCMC) in Minneapolis, Minnesota. However, pennission to survey the entire
population was denied by the hospital's Medical Director. The author was informed that the
policy of the office of the Medical Director is to deny all research requests that solicit physicians
to participate. However, a staff member representing the office of the Medical Director did give
the author permission to approach individual hospital departments and solicit their participation.
With the help of a personal contact, who assisted in making appropriate connections, the author
was able to obtain permission from the Chief of the Department of Medicine to survey physicians
in that department. In light of the drastic reduction in the number of potential participants, the
author then began to explore the option of surveying additional physicians at Park Nicollet
Methodist Hospital, which is also located in the Twin Cities metropolitan area. Expansion of the
survey population to include a second hospital served a dual purpose - l) increasing the number
of potential survey respondents, and 2) allowing comparison of responses between physicians
working in a hospital system with no music therapy services with those of physicians working in
a hospital system that does provide music therapy services. Again with the help of a personal
contact, the author was able to obtain permission to survey physicians in three departments at
Methodist Hospital - I) Hospital Service, 2) Oncology, and 3) Pulmonary Medicine. Pennission
was obtained to survey these physicians via an e-mail contact with the respective Chief of each
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department, following contact by the author's personal contact, a music therapist employed by
Park Nicollet Methodist Hospital.
Once permission had been obtained from the head of each department to survey
physicians at these two hospitals, the author presented the proposed study to the Western
Michigan University, Hennepin County Medical Center, and Park Nicollet Health Services
Human Subjects Institutional Review Boards. (The letters · of approval from each respective
HSIRB are included in Appendices F-H.)
Once the study and survey instrument were approved by the Human Subjects Institutional
Review Boards of all involved institutions, the electronic version of the survey was created using
Survey Monkey, an online survey program. The use of the electronic survey instrument and
Survey Monkey's data reporting service ensured privacy of participants. The author did not have
access to individual e-mail addresses and survey responses were not individually identified or
reported.
The electronic survey was disseminated to potential participants via an e-mail link that
the author sent to each department head. The department head then forwarded the survey link and
accompanying cover letter/ consent document (Appendix l) to each member of their staff. The
consent document explained the purpose of the study and invited participants to complete the on
line survey, which was both optional and anonymous. Additionally, a section of the letter
provided a brief definition of each discipline included in the survey, along with a list of accepted
credentials for each profession, for purposes of clarification. The time estimated to complete the
survey was approximately fifteen minutes. The original intent was to have the survey available
on-line to participants for a total of four weeks, with a reminder mailing after two weeks.
However, some of the department heads did not send out the survey to their staff until one week
later than requested. This resulted in the survey being left open for a total of five weeks to ensure
that all participants had equal time and opportunity to complete the survey. Each participant
received only two mailings - the initial e-mail invitation to participate and a reminder e-mail two
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weeks after each respective department head reported they had sent the first e-mail. Following the
survey closing date, data from Survey Monkey was downloaded for further statistical analysis.

Outline for Data Analysis

Following completion of the survey, appropriate statistical analysis was completed for
each survey question, as well as for comparisons between responses to some questions.
Statisticians from Park Nicollet Health Services and Western Michigan University provided
guidance regarding appropriate statistical analysis procedures for the various types of data
collected. A variety of statistical tests and techniques were used, including descriptive statistics
(percentages and means), Chi-square tests, Fisher's exact tests of independence, and tests of two
proportions. For all tests the alpha level for statistical significance was set at p < 0.05. Graphs and
tables were also created to visually represent data.
In several cases the Fisher's exact test was used in place of the Chi-square test due to
insufficient responses in each category to ensure validity of the Chi-square analysis. Use of the
Fisher's exact test limits error when analyzing data for small samples. MINITAB 15 statistical
package was used to analyze most data. However, MINITAB 15 limits the Fisher's exact analysis
to 2x2 contingency tables. When running the Fisher's exact test for larger contingency tables,
Rweb statistical freeware program was used.
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CHAPTER IV
RESULTS

Demographic Information

A total of 278 physicians received an e-mail invitation to participate in this survey. Of the
potential respondents, 151 were employed by Hennepin County Medical Center (HCMC) and 127
were employed by Park Nicollet Methodist Hospital. Physicians at HCMC who were invited to
participate were employed by the Department of Medicine. Physicians from Methodist Hospital
who were invited to participate were employed by either the Hospital Service or Department of
Oncology. Table 1 shows the number of physicians surveyed by hospital and area of specialty.

Park Nicollet
Methodist Hospital

Hennepin County
Medical Center
Department of Medicine
Addiction Medicine
Alternative Medicine
Cardiology
Clinical Epidemiology
Clinical Pharmacology
Endocrinology
Gastroenterology
General Medicine
Geriatric Medicine
Hematology/ Oncology
Internists
Infectious Diseases
Nephrology
Pulmonary
Rheumatology

Hospital Service
3 Family Medicine
1 Internal Medicine
10 Pediatrics
1 Hospitalists

1
4
8

23
4
4

Department of Oncology

6
5
13
6

2

Internal Medicine Residents 60
Table l . Number of Physicians By Hospital and Specialty.
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42
50

14
11

10

Forty-five of the 278 physicians invited to participate, or 16.2 %, responded to the
survey. Three respondents completed only the demographic portion of the survey (Questions 1-3)
and were therefore eliminated from further analysis. The remaining data analysis reflects a
response total of 42 participants, or 15. l %. Demographic information for these 42 individuals can
be found in Table 2.

Demographic
Variable

Gender

Male
Female

Summary*
(N = 42)
26(62%)
16(38%)

Specialty**

Family Medicine 1(2%)
Internal
34(81%)
Medicine
7(17%)
Oncology
Years of Practice

0-5
6-10
11- 16
16- 20
21 - 25
More than 25

19(45%)
8(19%)
3(7%)
3(7%)
4(10%)
5(11%)

*Reported as frequency (percent)
** Reported by primary specialty

Table 2. Demographic Information. (Questions 1-3)

Summary of Findings for Primary Research Questions

What level of education/ knowledge do physicians report with regard to music therapy?
Overall, nearly two thirds of respondents reported limited knowledge and
awareness of music therapy as a profession. Fourteen respondents (33%) reported fairly good or
thorough understanding of music therapy, while 15 (36%) reported rudimentary knowledge, and
13 (31%) reported no knowledge. Similarly, while only 7 respondents (17%) reported being
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aware of credentialing requirements for music therapy, 26 (62%) were unaware of requirements,
and 9 (21%) were unsure. Just 5 (14%) individuals reported a strong working relationship with a
music therapist. Finally, although 11 respondents (27%) agreed or strongly agreed that they had
adequate knowledge about music therapy to advise their patients, 29 (73%) did not feel well
equipped to provided information to patients.
Physicians reported using a variety of sources to gain information about music therapy.
The most frequently cited sources were information from patients and co-workers, direct
observation, and patient co-management with a music therapist. However, 16 individuals (40%)
reported never having used any of the listed sources to gain information about music therapy.

What are physicians' reported attitudes toward music therapy?
With regard to attitudes toward music therapy, the majority of physicians in this survey
seemed not to have formed strong opinions, possibly due to their limited knowledge. Twenty-four
individuals (58%) answered that they did not know whether music therapy had enough evidence
based research to be considered mainstream medical practice, while 13 (32%) agreed or strongly
agreed with the statement that "this field has enough evidence-based research to be considered
mainstream medical practice," and 4 (10%) disagreed or strongly disagreed. Similarly, 25
respondents (61%) reported that they did not know whether the credentialing requirements for
music therapists were sufficient to warrant inclusion of music therapy in the medical multi
disciplinary team; 6 individuals (15%) indicated that credentialing requirements are insufficient
for music therapy; and l O individuals (24%) felt that credentialing requirements are sufficient.
Finally, nearly half the physicians in this study (44%) reported being unsure of the effectiveness
of music therapy as a treatment intervention to improve symptoms, conditions, or disease states; 3
individuals (7%) felt it was highly effective; 11 individuals (27%) felt it was moderately
effective; and 9 individuals (22%) felt it was minimally or ineffective.
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What are physicians' reported referral practices and barriers to use for music therapy?
With regard to referral practices, the majority of respondents (84%) reported that they
would be willing to refer to music therapy, while just 6 respondents (16%) indicated that they
would not be willing to refer. However, only 8 individuals (20%) reported actually having made a
referral to music therapy during the previous six-month period. The most frequently cited barriers
to use for music therapy were "insufficient knowledge of discipline" (55%) and "insufficient
knowledge ofreferral process" (55%). Other barriers to use selected by physicians with regard to
music therapy were "lack of reimbursement," "unavailability of credentialed providers," "
insufficient evidence," and "peer or personal reluctance."

Summary ofFindings for Research Sub-Questions

How does physicians' reported education / knowledge with regard to music therapy compare to
reported levels ofeducation/ knowledge for related allied health professions?
Overall, physicians reported less education/ knowledge of music therapy than other
related allied health professions, and this was the case. As seen in Figure 1, physicians in this
study reported greater knowledge overall for related allied health professions as compared with
music therapy. The majority ofrespondents reported either fairly good or thorough understanding
of counseling/ psychotherapy (59%), occupational therapy (76%), physical therapy (90%), and
speech/ language pathology (76%), while just 33% of respondents reported fairly good or
thorough understanding of music therapy. Conversely, while less than half of respondents
reported no knowledge or rudimentary knowledge for counseling/ psychotherapy (40%) and less
than one quarter of respondents reported no knowledge or rudimentary knowledge for
occupational therapy (24%), physical therapy (10%), and speech/ language pathology (24%),
about two thirds of respondents reported no knowledge or rudimentary knowledge for music
therapy (67%).
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Figure I. Perceived Knowledge By Discipline. (Question 4)
It was not appropriate to run a Chi-square test on the data due to insufficient number of
responses in some categories. Instead, a Fisher's exact test of independence was run on four 2x2
contingency tables. In order to fit data to a 2x2 contingency table, music therapy was compared
individually to each of the other disciplines in the study. This was appropriate as the author was
only concerned with uncovering differences between knowledge of music therapy and the four
other disciplines, and not among all disciplines. Additionally, response categories were collapsed
- no knowledge/ unfamiliar was combined with rudimentary knowledge and fairly good
understanding was combined with thorough understanding - in order to produce only two
response options for comparison. When data was modified in this way and the Fisher's exact test
was run for each pairing, a significant difference was found for reported knowledge of
counseling/ psychotherapy vs. music therapy (p < 0.05), occupational therapy vs. music therapy
(p < 0.001), physical therapy vs. music therapy (p < 0.001), and speech/ language pathology vs.
music therapy (p < 0.001). Further visual examination of the data reveals that many more
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respondents reported no knowledge for music therapy than for any other discipline. Similarly,
many more respondents reported fairly good understanding of the allied health disciplines than
music therapy. Differences for both rudimentary knowledge and thorough understanding
appeared subtler.
Similarly, while more than half of respondents were aware of the credentialing
requirements for counseling/ psychotherapy (62%), occupational therapy (69%), physical therapy
(76%), and speech/ language pathology (62%), only 17% of respondents reported being aware of
the credentialing requirements for music therapy (Figure 2).
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Figure 2. Awareness of Credentialing Requirements. (Question 5)

A chi-square test of independence was performed on four 2x2 contingency tables to
examine the relationship between allied health discipline and physician knowledge of
credentialing requirements. The 2x2 contingency table compared each related allied health
discipline with music therapy for the response categories "agree" and "disagree" only. The
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"unsure" category was eliminated from statistical analysis due to the fact that it does not fit within
the agree/disagree continuum. Statistical analysis with chi-square revealed a significant difference
in physician knowledge of credentialing requirements between music therapy and counseling/
psychotherapy, ;c(l, N = 42) = 16.85, p < 0.001; music therapy and occupational therapy,

i (1, N

= 42) = 24.30, p < 0.001; music therapy and physical therapy ;c(l, N = 42) = 28.31, p < 0.001;
and music therapy and speech/language pathology, ;c(l, ·N = 42) = 17.95, p < 0.001.
Additionally, visual evaluation of the data reveals that roughly twice the number of respondents
indicated that they were unsure of the credentialing requirements of music therapy vs. the four
related allied health professions.
Finally, although nearly all respondents felt they had enough knowledge to advise their
patients with regard to counseling/ psychotherapy (85%), occupational therapy (93%), physical
therapy (98%), and speech/ language pathology (88%), just 28% of respondents felt well
equipped to provide their patients with information regarding music therapy (Figure 3).
It was not appropriate to run a Chi-square test on the data due to insufficient number of
responses in some categories. Instead, a Fisher's exact test of independence was run on four 2x2
contingency tables. The Fisher's exact test revealed a significant difference in perceived ability to
advise patients for music therapy vs. counseling psychotherapy (p < 0.001), music therapy vs.
occupational therapy (p < 0.001), music therapy vs. physical therapy (p < 0.001), and music
therapy vs. speech/ language pathology (p < 0.001).

How do physicians' perceptions of music therapy compare to physicians' perceptions of related
allied health professions (counseling/ psychotherapy, occupational therapy, physical therapy, and
speech/ language pathology)?
Although physicians' perceptions of music therapy were less positive overall than
physicians' perceptions of other related allied health professions, many individuals in this study
appeared not to have formed opinions about music therapy at all. When attitudes were expressed
for music therapy there seemed to be less of a consensus among respondents than when
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Figure 3. Ability to Advise Patients. (Question 8)

comparing responses for the other allied health professions. Participants seemed to have
more clearly formulated attitudes toward counseling/ psychotherapy, occupational therapy,
physical therapy, and speech/ language pathology. This may have been related to their greater
overall knowledge of the other professions as compared with music therapy.
The majority of respondents did not seem to be aware of evidence-based practice in
music therapy. As seen in Figure 4, only 13 respondents in total indicated they either agreed or
strongly agreed that music therapy has an adequate research base to be considered mainstream
medical practice. This is less than half the number who either agreed or strongly agreed with this
statement for all four of the related allied health disciplines. In addition, 24 individuals (59%)
indicated that they do not know whether music therapy has enough evidence-based research to be
considered a part of mainstream medical practice.
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It was not appropriate to run a Chi-square test on the data due to insufficient number of
responses in some categories. Instead, a Fisher's exact test of independence was run on four 2x5
contingency tables. The Fisher's exact test revealed a significant difference in perceived
adequacy of research for music therapy vs. counseling psychotherapy (p < 0.00 I), music therapy
vs. occupational therapy (p < 0.001), music therapy vs. physical therapy (p < 0.001), and music
therapy vs. speech/ language pathology (p < 0.001).
Similarly, 25 respondents (61%) reported that they did not know whether the
credentialing requirements for music therapists were sufficient to warrant inclusion in the medical
multi-disciplinary team, compared with 8 respondents for counseling/ psychotherapy (20%), 6 for
occupational therapy (15%), 5 for physical therapy (12%), and 6 for speech/ language pathology
(15%). Additionally, over half of respondents disagreed or strongly disagreed with the statement
"the credentialing requirements of this field are insufficient to warrant inclusion in the medical
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multi-disciplinary team" for counseling psychotherapy (61%), occupational therapy (66%),
physical therapy (68%), and speech/ language pathology (68%), compared with just 24% who
disagreed or strongly disagreed for music therapy (Figure 5).
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Figure 5. Adequacy of Credentialing Requirements and Multi-Disciplinary Team Inclusion.
(Question 9)
It was not appropriate to run a Chi-square test on the data due to insufficient number of
responses in some categories. Instead, a Fisher's exact test of independence was run on four 2x5
contingency tables. The Fisher's exact test revealed a significant difference in perceived
adequacy of credentialing requirements related multi-disciplinary team inclusion for music
therapy vs. counseling psychotherapy (p < 0.01), music therapy vs. occupational therapy (p <
0.001 ), music therapy vs. physical therapy (p < 0.001 ), and music therapy vs. speech/ language
pathology (p < 0.001).
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As Figure 6 shows, with regard to perceived effectiveness of each of the allied health
professions in this study the majority of physicians surveyed felt that counseling/ psychotherapy
(n = 34, 83%), occupational therapy (n = 37, 90%), physical therapy (n = 39, 98%), and
speech/language pathology (n = 37, 90%) were either moderately or highly effective, while only
about a third (n = 14, 34%) felt that music therapy was moderately or highly effective.
Conversely, 18 respondents (44%) reported that they were unsure how effective music therapy
was as a treatment intervention to improve symptoms, conditions, or disease states, compared
with 3 respondents for counseling/ psychotherapy (7%), 1 for occupational therapy (2%), I for
physical therapy (3%), and 2 for speech/ language pathology (5%). No respondents felt that the
effects of treatment for any of the professions were harmful. Therefore, this choice was
eliminated from data analysis and representation in Figure 6.
It was not appropriate to run a Chi-square test on the data due to insufficient number of
responses in some categories. Instead, a Fisher's exact test of independence was run on four 2x5
contingency tables. The Fisher's exact test revealed a significant difference in perceived
effectiveness for music therapy vs. counseling psychotherapy (p < 0.001 ), music therapy vs.
occupational therapy (p < 0.001), music therapy vs. physical therapy (p < 0.001), and music
therapy vs. speech/ language pathology (p < 0.001).

What types of evidence do physicians regard as credible for the allied health professions?
Physicians in this study indicated that they consider certain types of research evidence to
be more credible than others in proving the effectiveness of a treatment. However, analysis of
several survey questions related to this topic reveals that this is not a black and white issue. Over
half the physicians surveyed were open to all of the types of research about which they were
surveyed, except for case reports in allied health journals. Additionally, more than two thirds of
respondents (n = 29) agreed or strongly agreed that "quality of life measures are of equal
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Figure 6. Perceived Effectiveness of Allied Health Disciplines. (Question 10)

importance as disease or symptom-specific outcomes in research," (Figure 7) and over three
quarters (n = 36) disagreed or strongly disagreed with the statement that "information obtained by
research methods other than randomized, controlled clinical trials has little value to physicians"
(Figure 8).
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Figure 7. Importance of Quality of Life Measures in Research. (Question 13)
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Figure 8. Importance of Research Methods Other Than Randomized Controlled
Trials. (Question 14)
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Figure 9 shows physicians' responses for each of the five types of research about which
they were questioned. Respondents overwhelmingly viewed randomized, controlled clinical trials
as the most viable, with 95% either agreeing or strongly agreeing that such a study would
convince them of a treatment's effectiveness. Retrospective case control studies in peer-reviewed
medical journals and evidence demonstrating a physiologic mechanism also garnered high levels
of confidence, with 87% and 80% respectively either agreeing or strongly agreeing that such a
study would convince them of a treatment's effectiveness. Case reports, whether in peer-reviewed
medical journals (51%) or allied health journals (38%), were viewed by respondents as least
convincing of a treatment's effectiveness.

How does physicians' awareness of research/ evidence-based practice in music therapy compare
to reported levels of awareness of research/ evidence-based practice in related allied health
professions?
As seen above in Figure 4, fewer respondents were aware of evidence-based practice in
music therapy as compared with related allied health professions. Twenty-four individuals (59%)
responded that they did not know whether music therapy had enough evidence-based research to
be considered mainstream medical practice, compared with just one respondent for both
counseling/ psychotherapy and physical therapy, 2 respondents for occupational therapy, and no
respondents for speech/ language pathology. Additionally, the majority of respondents agreed or
strongly agreed that there was enough evidence-based research in counseling/ psychotherapy (n =
38, 93%), occupational therapy (n = 37, 88%), physical therapy (n = 38, 90%), and speech/
language pathology (n = 39, 93%), compared with just 32% (n = 13) of respondents who agreed
or strongly agreed that music therapy had enough evidence-based research to be considered
mainstream medical practice.
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It was not appropriate to run a Chi-square test on the data due to insufficient number of
responses in some categories. Instead, a Fisher's exact test of independence was run on four 2x5
contingency tables. The Fisher's exact test revealed a significant difference in perceived
adequacy of research for music therapy vs. counseling psychotherapy (p < 0.00 I), music therapy
vs. occupational therapy (p < 0.001), music therapy vs. physical therapy (p < 0.001), and music
therapy vs. speech/ language pathology (p < 0.00 I).

How does physicians' levels of experience/ interaction with music therapists compare to reported
levels of experience/ interaction with other related allied health professionals?
Overall, physicians in this study reported less experience, education, and interaction with
music therapy than the related allied health professions. As Figure 10 shows, over half of those
responding to this question feel they have a strong working relationship with at least one
practitioner from each of the four related allied health professions (counseling/ psychotherapy,
occupational therapy, physical therapy, and speech/ language pathology), while only 5 individuals
(14%) report having a strong working relationship with a music therapist.
Four 2-sample proportion tests were performed to determine whether there was a
significant difference in the number of physicians who reported a strong working relationship
with a music therapist vs. the four other related allied health disciplines. The analysis revealed a
significant difference in reported levels of professional contact for music therapy and counseling
psychotherapy (p < 0.001); music therapy and occupational therapy (p < 0.001); music therapy
and physical therapy (p < 0.001); and music therapy and speech/language pathology (p < 0.001).
Interestingly, as seen in Figure 11, respondents identified a greater number of sources of
information on average for counseling/ psychotherapy (M = 2.75), occupational therapy (M =
2.85), physical therapy (M = 3.05), and speech/ language pathology (M = 2.72), than for music
therapy (M = 1.13). Further visual inspection of the data reveals that physicians in this study
gained information about music therapy from patients and co-workers or direct observation only
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Figure 10. Working Relationship By Discipline. (Question 6)
about half as often as for the other allied health disciplines. Only about a quarter (n = 10) of
respondents reported any patient co-management with a music therapist, less than one third the
number who reported patient co-management with each of the other disciplines. Finally,
physicians in this study seldom reported use of inservice trainings/ CEU's, printed literature, or
internet resources to gain information about music therapy. Sixteen individuals (40%) reported
never having used any of the sources to gain information about music therapy, compared with just
1 individual for counseling/ psychotherapy, and no individuals for the other three professions. A
two-sample t-test showed that this difference was significant across all disciplines (p < 0.001).
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Figure 11. Types of Contact/ Sources of Information By Discipline. (Question 11)
How do physicians' referral practices and barriers to use for music therapy compare with referral
practices and barriers to use for other related allied health professions?
Willingn ess to refer to counseling/ psychotherapy, speech/ language pathology,
occupational therapy, and physical therapy was slightly higher than willingness to refer to music
therapy. However, this difference was small. As seen in Figure 12, for all disciplines except
music therapy, greater than 95% of respondents indicated they would consider referring, while
84% (n = 32) indicated that they would consider referring patients to music therapy. Just 16% of
physicians in this study (n = 6) indicated that they would not be willing to refer to music therapy.
It was not appropriate to run a Chi-square test on the data due to insufficient number of
responses in some categories. Instead, a Fisher's exact test of independence was run on four 2x2
contingency tables. The Fisher's exact test revealed that willingn ess to refer did not differ
significantly among physicians in this study for music therapy vs. counseling/ psychotherapy
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(p > 0.1) and speech/ language pathology (p > 0.1). However, physicians in this study did report
slightly higher willingness to refer to occupational therapy and physical therapy (p < 0.05).
Although many of the physicians in this study reported willingness to refer to music
therapy, the number of actual referrals reported for music therapy in the previous 6-month period
was less than the other allied health professions. As shown in Figure 13, only 8 individuals (20%)
actually had made a referral to music therapy during the previous six-month period. This was in
stark contrast to the more than three quarters of respondents who reported a referral to
counseling/ psychotherapy (n = 32, 78%) and speech/ language pathology (n = 34, 83%) over the
previous 6 months, and nearly all respondents who reported a recent referral to either
occupational therapy (n = 38, 93%) or physical therapy (n = 40, 98%).

I would consider referring patients to this modality.
45 -.-----------------------,
40

40
35

40

37

32

"; 30

""'0

■ Counseling/ Psychotherapy
□ Music Therapy
D Occupational Therapy

E,-; 25
�

8_

20

&:!

15

D Physical Therapy
■ Speech/ Language Pathology

10

6

5
0

Yes

No

Yes

No

Yes

No

Yes

Figure 12. Willingness to Refer. (Question 15)
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Four 2-sample proportion tests were performed to determine whether there was a
significant difference in the number of physicians who reported having made a referral to music
therapy vs. the other allied health disciplines within the previous six month period. The analysis
revealed a significant difference in reported levels of professional contact for music therapy and
counseling psychotherapy (p < 0.001); music therapy and occupational (p < 0.001); music therapy
and physical therapy (p < 0.00 I); and music therapy and speech/language pathology (p < 0.001 ).
On average, physicians identified a greater number of factors influencing referrals to
counseling/ psychotherapy (M = 3.73), occupational therapy (M = 3.65), physical therapy (M =
3.80), and speech/language pathology (M = 3.50) than music therapy (M = 3.00). A two-sample t
test showed that there was a significant difference in the average number of factors influencing
referral that were identified for physical therapy versus music therapy, t(40) = 2.18, p < 0.05. All
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other differences were non-significant. Further inspection of individual responses to question 19 "When would you consider referring to each profession?" - reveals some interesting trends which
may provide insight into why willingness to refer was so high for music therapy, and did not
differ greatly from willingness to refer to the other disciplines. This was somewhat of a surprise
based upon the large number of respondents who reported a lack of knowledge of music therapy
as a profession.
As shown in Figure 14, although 95% or more of respondents indicated that they would
refer to counseling/ psychotherapy, occupational therapy, physical therapy, and speech/language
pathology ''when clinically indicated," only 57% (n = 20) chose this as an influencing factor in
referrals to music therapy. Conversely, physicians in this study selected ''when requested by
patients/ families" as the most important factor influencing referral to music therapy (n = 32,
91%); requests by patients and families was reported as slightly less of a factor in referrals to
counseling/ psychotherapy (n = 33, 83%), occupational therapy (n = 35, 88%), physical therapy
(n = 35, 88%), and speech/ language pathology (n = 33, 85%), although it was still an important
factor. Additionally, respondents were slightly more likely to refer to music therapy than the other
disciplines "when all other options have failed" (n = 14, 40%) and "when benefits of a placebo
are desired" (n = 6, 17%), and less likely to refer to music therapy than the other disciplines
"when suggested by a colleague" (n = 24, 69%). Physicians in this study chose "to complement
other treatments" as a reason for referral with similar frequency for music therapy (n = 23, 66%),
occupational therapy (n = 26, 65%), and speech/language pathology (n = 25, 64%), and with
slightly greater frequency for counseling/ psychotherapy (n = 31, 78%) and physical therapy (n =
29, 73%). Of those who responded, 2 individuals indicated that they would not consider a referral
to music therapy. None of the respondents indicated a lack of willingness to refer to the other
allied health disciplines in this study. These responses indicate that when considering a referral to
music therapy, physicians may be considering the comfort level of the patient and/ or family more
than the prospect of actual clinical outcomes.
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Figure 14. Factors Influencing Referrals. (Question 19)
As seen in Figure 15, when selecting areas of need/ functioning for which they would
consider a referral to music therapy or the related allied health professions, participants in this
study tended to assign one unique area of treatment emphasis to each profession. For example,
I 00% of respondents (n = 37) chose psychosocial dysfunction as a referral reason for counseling/
psychotherapy, 87% (n = 27) chose emotional/ spiritual needs for music therapy, I 00% (n = 39)
chose activities of daily living for occupational therapy, 97% (n = 38) chose physical
rehabilitation for physical therapy, and 97% (n = 38) chose communication problems for
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40

speech/language pathology. Participants were half as likely, or less, to choose any of the areas of
need for music therapy versus the other allied health professions, with the exception of emotional/
spiritual needs. In descending order of frequency, respondents also selected coping skills (n = 15,
48%), manage symptoms (n = 14, 45%), psychosocial dysfunction (n = 13, 42%), cognitive
rehabilitation (n = 9, 29%), communication problems (n = 9, 16%), physical rehabilitation (n = 4,
13%), and activities of daily living (n = 2, 7%) as potential reasons for referral to music therapy.
Inspection of individual responses revealed that the average number of areas of need/
functioning selected by participants for music therapy (M = 2.28) was less than the average
number of areas of need/ functioning for counseling/ psychotherapy (M = 4.33), occupational
therapy (M = 3.77), physical therapy (M = 3.46), and speech/language pathology (M = 3.26). A
two-sample t-test showed that there was a significant difference in the average number of
identified needs/ areas of functioning for which respondents would consider referring to
counseling/psychotherapy vs. music therapy, t(39) = 4.57, p < 0.001; occupational therapy vs.
music therapy, t(39) = 3.29, p < 0.01; physical therapy versus music therapy, t(39) = 2.71, p <
0.01; and speech/language pathology vs. music therapy, t(39) = 2.10, p < 0.05.
Figure 16 shows the perceived barriers to use for each of the five professions included in
the survey. Four of the perceived barriers to use were selected with greater frequency for music
therapy than for any of the other allied health disciplines. These were, "insufficient knowledge of
discipline"(n = 21, 55%), "insufficient knowledge of referral process" (n = 21, 55%),
"insufficient evidence" (n = 9, 24%), and "peer or personal reluctance" (n = 7, 18%).
Additionally, "lack of reimbursement" and "unavailability of credentialed providers" were
selected by 11 (29%) and 9 (24%) individuals respectively, although both of these barriers were
selected with greater frequency for counseling/ psychotherapy than for music therapy.
"Institutional concern about legal issues" was not identified as a barrier to use for any of the
allied health disciplines in this study and therefore was eliminated from data analysis and graphic
representation. More than one third of respondents (n = 15, 38%) indicated that they did not
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Figure 16. Perceived Barriers to Use. (Question I 7)

perceive any barriers to use for occupational therapy, physical therapy, or speech/ language
pathology, compared with 15 % for counseling/ psychotherapy, and 5% for music therapy.
Analysis shows that respondents identified more barriers to use on average for music
therapy (M = 1.78) than counseling/ psychotherapy (M = 1.28), occupational therapy (M = 0.3),
physical therapy (M = 0.25), and speech/ language pathology (M = 0.35). A two-sample t-test
showed that there was a significant difference in the average number of barriers to use or referral
identified for occupational therapy vs. music therapy, t(40) = -5.90, p < 0.001; physical therapy
versus music therapy, t(40) = -6.13, p < 0.001; and speech/language pathology vs. music therapy,
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t(40) = -5.57, p < 0.001. The difference for counseling/ psychotherapy vs. music therapy did not
reach significance t(40) = -1.64, p > 0.1.

Are there any differences in physicians' reported knowledge, attitudes, and referral practices for
music therapy based upon demographic information (gender, discipline/ specialty, or years of
practice)?
Analysis of survey responses based on gender reveaied some differences in knowledge
and attitudes for music therapy between male and female participants. Overall, the male
respondents seemed to have less knowledge and poorer attitudes than the female respondents.
There were no significant differences in willingness to refer or reported referral history to music
therapy related to gender (p > 0.1 ).

In order to assess the impact of gender on responses to survey questions related to
music therapy knowledge, attitudes, and referral practices, the author used Survey
Monkey to filter responses by the demographic variable gender. Twenty-eight
respondents were male (62%) and 17 respondents were female (38%). Visual inspection
of demographic data for years of practice revealed that 57% of male respondents (n = 16)
had been practicing for 0-5 years, as compared with 29% of female respondents (n = 5).
A 2-sample proportion test showed that this difference approached, but did not meet,
criteria for significance (p > 0.1). The gender groups appeared to be evenly matched for
discipline/ specialty. A summary of data by gender for questions 4-10 and 15-16 1s
included in Table 3.
Further analysis of survey question 4 - "My knowledge of this field is best characterized
as" - revealed a difference in perceived knowledge of music therapy between gender groups.
Twenty-one male respondents (81%) reported "no knowledge" or "rudimentary knowledge" of
music therapy, compared with 7 female respondents (44%). A chi-square test showed that this
difference was significant, x2 = 6.11, p < .01.
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For survey question 5 - "I am aware of the credentialing requirements of this profession"
- 73% of male respondents (n = 19) disagreed with the statement, as compared with 44% of
female respondents (n = 7). A Fisher's exact test revealed that this difference approached, but did
not meet, criteria for significance (p>0.05).
With regard to survey question 6 - "I have a strong working relationship with at least one
practitioner from this field" - similar numbers of male and female respondents reported a strong
working relationship with a music therapist, although the numbers were small. Three male
respondents (13%) and 2 female respondents (15%) reported a strong relationship.
For survey question 7 - "This field has enough evidence-based research to be considered
mainstream medical practice" - 4 male respondents (15%) disagreed or strongly disagreed with
this statement and 4 (15%) agreed or strongly agreed, compared with 0 female respondents who
disagreed or strongly disagreed with this statement and 9 female respondents (60%) who agreed
or strongly agreed. A Fisher's exact test revealed that this difference was significant (p < 0.05).
Additionally 18 male respondents (69%) indicated "don't know," compared with 6 female
respondents (40%). A 2-sample proportion test showed that this difference was not significant
(p>0.1).
Further analysis of survey question 8 - "I feel that I have adequate knowledge about this
field to advise my patients" - showed that 22 male respondents (88%) disagreed or strongly
disagreed with this statement and 3 (12%) agreed. No male respondents strongly agreed with this
statement. In comparison, 7 female respondents (47%) disagreed or strongly disagreed with this
statement and 8 female respondents (53%) agreed or strongly agreed. A Fisher's exact test
revealed that this difference was significant (p < 0.01).
With regard to survey question 9 - "The credentialing requirements of this field are
insufficient to warrant inclusion in the medical multidisciplinary team" - 1 male respondent (4%)
strongly disagreed with this statement and 5 (12%) agreed or strongly agreed. No male
respondents chose the option "disagree" for this statement. In comparison, 9 female respondents
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(56%) disagreed or strongly disagreed with this statement and 1 female respondent (6%) strongly
agreed. No female respondents chose the option "agree" for this statement. A Fisher's exact test
revealed that this difference was significant (p < 0.01). Additionally, a 2-sample proportion test
was done as a follow-up to compare the percentage of male respondents who answered "don't
know" in response to question 9 (76%) with the number of female respondents who answered
"don't know" (38%). This difference was also found to be significant (p < 0.05).
Finally, when asked to rate the effectiveness of music therapy as a treatment intervention
to improve symptoms, conditions or disease states - question 10 - 7 male respondents (28%) felt
that it was ineffective or minimally effective and 5 (20%) felt it was moderately or highly
effective. In comparison, no female respondents indicated that they felt music therapy was
ineffective, 2 (13%) felt it was minimally effective, and 9 (56%) felt it was moderately or highly
effective. A Fisher's exact test showed that this approached, but did not meet, criteria for
significance (p > 0.05). Additionally, 13 male respondents (52%) were unsure how effective
music therapy is, as compared with 5 (31%) female respondents. A 2-sample proportion test
showed that this difference was not significant (p > 0.1 ).
Referral practices were also compared by gender based on analysis of survey questions
15 and 16. There was no significant difference in willingness to refer (p = I) or reported referral
history (p > 0.1). Eighty-two percent of male respondents (n = 18) and 88% of female
respondents (n = 14) indicated that they would consider referring patients to music therapy. Four
male respondents (16%) and 4 female respondents (25%) reported a recent referral to a music
therapist.
Analysis of survey responses based on discipline/ specialty revealed some differences in
knowledge, attitudes, and referral practices for music therapy between physicians practicing in
internal medicine and physicians practicing in oncology. Overall, physicians practicing in
oncology reported greater knowledge of and more positive attitudes toward music therapy. Also,
a significantly greater proportion of physicians practicing in oncology reported a strong working
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relationship with a music therapist (n = 3, 60%), than physicians practicing in internal medicine
(n = 2, 7%)(p < 0.01).
In order to assess the impact of discipline/ specialty on responses to survey

questions related to music therapy knowledge, attitudes, and referral practices, the author
used Survey Monkey to filter responses by this demographic variable. Since the majority
of respondents identified their specialty as either oncology or internal medicine, only
these two groups were filtered and compared. Thirty-seven respondents (82%) identified
internal medicine as their specialty, while 7 respondents (18%) identified oncology as
their specialty. The groups were well matched for both gender and years of practice. A
summary of data by discipline/specialty for questions 4-10 and 15-16 is included in Table
4.
Further analysis of survey question 4 - "My knowledge of this field is best characterized
as" - revealed a difference in perceived knowledge of music therapy between internal medicine
and oncology groups. Thirteen respondents (38%) from the internal medicine group perceived
that they had no knowledge music therapy, while no respondents from the oncology group
perceived themselves as having no knowledge of music therapy. A 2-sample proportion test
showed that this difference approached, but did not meet, criteria for sign ificance(p > 0.1).
For survey question 5 - "I am aware of the credentialing requirements of this profession"
- a Fisher's exact test revealed no significant difference in reported knowledge of credentialing
requirements (p > 0.1).

Five respondents from internal medicine (15%) agreed with this

statement, 22 (65%) disagreed, and 7 (21%) were unsure. Two respondents from the oncology
group(29%) agreed, 4(57%) disagreed, and 1(14%) was unsure.
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Females
Males
My knowledee of this field is best characterized as:
2(13%)
No Knowledge/ Unfamiliar
11 (42%)
5(31%)
10(39%)
Rudimentary Knowledge
Fairly Good Understanding
4(15%)
8 (50%)
l (6%)
l (4%)
Thorough Understanding
I am aware of the credentialinr requirements of this profession:
5(31%)
2 (8%)
Agree
Disagree
7 (44%)
19 (73%)
4(25%)
5(19%)
Unsure
I have a strone workine relationship with at least one practitioner from this field:
2(15%)
3(13%)
This field has enough evidence-based research to be considered "mainstream medical
practice."
0(0%)
1(4%)
Strongly Disagree
0(0%)
Disagree
3(12%)
2(8%)
Agree
6 (40%)
3(20%)
2 (8%)
Strongly Agree
Don't Know
18 (69%)
6 (40%)
I feel that I have adeouate knowledee about this field to advise my patients:
3(20%)
Strongly Disagree
6(24%)
4(27%)
Disagree
16 (64%)
3(12%)
Agree
6 (40%)
2(13%)
0(0%)
Strongly Agree
The credentialing requirements of this field are insufficient to warrant inclusion in the
medical multi-disciplinary team:
3(19%)
1(4%)
Strongly Disagree
Disagree
0(0%)
6 (38%)
0(0%)
Agree
3(12%)
1(6.3%)
Strongly Agree
2(8%)
Don't Know
19 (76%)
6 (38%)
Based upon your own perceptions, rate the effectiveness of each discipline in improving
symptoms, conditions, or disease states.
Ineffective
0(0%)
2 (8%)
2(13%)
Minimally Effective
5(20%)
3 12%)
Moderately Effective
8 (50%)
Highly Effective
2(8%)
I (6%)
5(31%)
Unsure
13 (52%)
I would consider referrine patients to this modality.
Yes
18 (82%)
14 (88%)
2(13%)
No
4(18%)
I have made a referral in the past 6 months to the followine allied health disciplines:
4(25%)
4(16%)
Table 3. Impact of Gender on Knowledge, Attitudes, and Referral Practices.
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With regard to survey question 6 - "I have a strong working relationship with at least one
practitioner from this field" - 2 respondents (7%) from internal medicine and 3 respondents from
oncology (60%) reported a strong relationship. A test of 2 proportions revealed that this
difference was significant (p < 0.01).
For survey question 7 - "This field has enough evidence-based research to be considered
mainstream medical practice" - 8 respondents from internal medicine (24%) agreed or strongly
agreed with this statement, compared with 5 (71%) respondents from oncology. Additionally, 21
respondents (64%) from internal medicine indicated they did not know whether music therapy
has enough evidence-based research to be considered mainstream medical practice, as compared
with 2 respondents (29%) from oncology. A Fisher's exact test revealed there was not a
significant difference in the overall responses by group (p > 0.1). A 2-sample proportion test,
performed as a follow-up to assess whether there was a difference in the number of "don't know"
responses, showed that this difference also did not reach significance (p > 0.1).
Further analysis of survey question 8 - "I feel that I have adequate knowledge about this
field to advise my patients" - showed that 26 respondents (81%) from internal medicine
disagreed or strongly disagreed with this statement and 6 (19%) agreed. No respondents from
oncology strongly disagreed with this statement. Two respondents from oncology (29%)
disagreed with this statement and 5 (71%) agreed or strongly agreed. A Fisher's exact test
revealed that this difference was significant (p < 0.01).
With regard to survey question 9 - "The credentialing requirements of this field are
insufficient to warrant inclusion in the medical multidisciplinary team" - 8 respondents (24%)
from internal medicine strongly disagreed or disagreed with this statement and 4 respondents
(12%) agreed or strongly agreed. Twenty-one respondents (64%) from internal medicine chose
the option "don't know." In comparison, 2 respondents (28%) from oncology strongly disagreed
or disagreed with this statement and 2 respondents (29%) strongly agreed. Three respondents
(43%) from oncology chose the option "don't know. A Fisher's exact test revealed there was not
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a significant difference in the overall responses by group (p > 0.1). A 2-sample proportion test,
performed as a follow-up to assess whether there was a difference in the number of "don't know"
responses, showed that this difference also did not reach significance (p > 0.1).
Finally, when asked to rate the effectiveness of music therapy as a treatment intervention
to improve symptoms, conditions or disease states - question 10 - 8 respondents from internal
medicine (24%) felt that it was ineffective or minimally effective and 9 (27%) felt it was
moderately or highly effective. In comparison, no female respondents indicated that they felt
music therapy was ineffective or minimally effective, and 5 (71%) felt it was moderately or
highly effective. A Fisher's exact test showed that this difference was not significant (p > 0.1).
Additionally, 16 respondents from internal medicine (49%) were unsure how effective music
therapy is, as compared with 2 respondents (29%) from oncology. A 2-sample proportion test
showed that this difference was not significant (p > 0.1).
Referral practices were also compared by discipline based on analysis of survey questions
15 and 16. There was no significant difference in willingness to refer. Eighty-three percent of
respondents from internal medicine (n = 25) and 86% of respondents from oncology (n = 6)
reported that they would be willing to refer (p = 1). There was a significant difference in the
proportion of reported referrals to music therapy in the previous 6-month period - 12% of
respondents from internal medicine (n = 4), compared with 57% of respondents from oncology (n

= 4), reported that they had made a referral (p < 0.05).
Analysis of survey responses based on years of practice revealed some differences in
knowledge, attitudes, and referral practices for music therapy between physicians who had been
practicing for ten years or less and physicians who had been practicing for 11 years or more.
Physicians who had been practicing for ten years or less reported less knowledge and poorer
attitudes overall toward music therapy than physicians who had been in practice for 11 years or
more. However, most differences were not significant. Physicians who had been in practice for 11
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years or more were more likely to have a strong working relationship with a music therapist (n =
4, 31%) than physicians who had been in practice 10 years or less (n = 1, 4%), (p < 0.05).
In order to assess the impact of years of practice on responses to survey questions related
to music therapy knowledge, attitudes, and referral practices, the author used Survey Monkey to
filter responses by this demographic variable. Respondents were divided into two groups physicians who reported being in practice for 0-10 years and physicians who reported being in
practice for 11 years or more. Twenty-nine respondents (64%) had been practicing for 10 years or
less and 16 respondents (38%) had been practicing for 11 years or more. Visual inspection of
demographic data for years of practice revealed that 72% (n = 21) of the newer doctors were
male, as compared with 44% (n = 7) of the doctors who had been in practice for more than 10
years. A 2x2 Chi-square test showed that this difference approached, but did not meet, criteria for
significance (p > 0.05). There was no significant difference between groups for reported
discipline/ specialty (p > 0.1). A summary of data by years of practice for questions 4-10 and 1516 is included in Table 5.
Further analysis of survey question 4 - "My knowledge of this field is best characterized
as" - revealed a difference in perceived knowledge of music therapy between groups based upon
years of experience. Twenty of the newer physicians (74%) reported "no knowledge" or
"rudimentary knowledge" of music therapy, compared with 8 of the more experience physicians
(53%). A chi-square test showed that differences in perceived knowledge were not significant,

i = 1.87, p > 0.1.
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Internal Medicine
Oncology
My knowledge of this field is best characterized as:
No Knowledge/ Unfamiliar
0(0%)
13 (38%)
II(32%)
Rudimentary Knowledge
3 (43%)
Fairly Good Understanding
9 (27%)
3 (43%)
1(14%)
Thorough Understanding
1(3%)
I am aware of the credentialini' reauirements of this profession:
5(15%)
2(29%)
Agree
Disagree
22 (65%)
4 (57%)
7(21%)
I (14%)
Unsure
I have a strong working relationship with at least one practitioner from this field:
2(7%)
3(60%)
This field has enough evidence-based research to be considered "mainstream medical
practice."
Strongly Disagree
1(3%)
0(0%)
Disagree
0(0%)
3(9%)
Agree
1(14%)
7(21%)
Strongly Agree
1(3%)
4 (57%)
Don't Know
2(29%)
21 (64%)
I feel that I have adeauate knowledge about this field to advise my patients:
Strongly Disagree
9(28%)
0(0%)
Disagree
2(29%)
17 (53%)
5 (16%)
Agree
4 (57%)
Strongly Agree
1(3%)
1(14%)
The credentialing requirements of this field are insufficient to warrant inclusion in the
medical multi-disciplinary team:
1(14%)
Strongly Disagree
3(9%)
Disagree
5(15%)
1(14%)
3(9%)
Agree
0(0%)
Strongly Agree
1(3%)
2(29%)
Don't Know
21 (64%)
3 (43%)
Based upon your own perceptions, rate the effectiveness of each discipline in improving
symptoms, conditions, or disease states.
Ineffective
1(3%)
0(0%)
7
(21%)
Minimally Effective
0(0%)
Moderately Effective
7(21%)
4 (57%)
Highly Effective
2(6%)
1(14%)
Unsure
2(29%)
16 (49%)
I would consider referring patients to this modality.
Yes
6 (86%)
25 (83%)
5(17%)
No
l (14%)
I have made a referral in the past 6 months to the followine allied health disciplines:
4 (12%)
4 (57%)
Table 4. Impact of Discipline/ Specialty on Knowledge, Attitudes, and Referral Practices.
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For survey question 5 - "I am aware of the credentialing requirements of this profession"
- 67% of newer doctors (n = 18) disagreed with the statement and only 7% (n = 2) agreed. In
comparison, 53% (n = 8) of more experienced doctors disagreed with this statement and 33% (n =
5) agreed. A Fisher's exact test revealed that this difference approached, but did not meet, criteria
for significance (p > 0.05). Additionally, 26% (n = 7) of the newer doctors chose the option
"unsure," compared with just 13% (n = 2) of more experienced doctors. This difference was not
sign ificant (p > 0.1).
With regard to survey question 6 - "I have a strong working relationship with at least one
practitioner from this field" - one respondent (4%) from the 0-10 year group and 4 (31%) of the
more experienced physicians reported a strong relationship with a music therapist. A 2-sample
proportion test showed that this difference was significant (p < 0.05)
For survey question 7 - "This field has enough evidence-based research to be considered
mainstream medical practice" - 3 (12%) of the newer physicians disagreed or strongly disagreed
with this statement and 6 (23%) agreed or strongly agreed. In comparison, none of the more
experienced doctors strongly disagree, 1 (7%) disagreed, and 7 (47%) agreed or strongly agreed.
A Fisher's exact test revealed that this difference approached, but did not meet, criteria for
significance (p > 0.05). Additionally 17 (65%) of the newer physicians indicated "don't know,"
compared with 7 (47%) of the more experienced respondents. A 2-sample proportion test showed
that this difference also was not significant (p > 0.1).
Further analysis of survey question 8 - "I feel that I have adequate knowledge about this
field to advise my patients" - showed that 21 (81%) physicians in the 0-10 year group disagreed
or strongly disagreed with this statement and 2 (8%) agreed or strongly agreed. In comparison, 8
(57%) of the more experienced physicians disagreed or strongly disagreed with this statement and
6 (43%) agreed or strongly agreed. A Fisher's exact test revealed that this difference was not
significant (p > 0.1).
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With regard to survey question 9 - "The credentialing requirements of this field are
insufficient to warrant inclusion in the medical multidisciplinary team" - 5 (20%) newer
physicians strongly disagreed or disagreed with this statement and 2 (8%) agreed or strongly
agreed. In comparison, 5 (33%) of the physicians who reported practicing 11 or more years
disagreed or strongly disagreed with this statement and 4 (26%) agreed or strongly agreed. A
Fisher's exact test revealed that this difference was not significant (p > 0.1). Additionally, a 2sample proportion test was done as a follow-up to compare the percentage of newer physicians
who answered "don't know" in response to question 9 (73%) with the number of more
experienced physicians who answered "don't know" (40%). This difference was found to be
significant (p < 0.05).
Finally, when asked to rate the effectiveness of music therapy as a treatment intervention
to improve symptoms, conditions or disease states - question 10 - 6 (23%) newer doctors felt that
it was ineffective or minimally effective and 6 (23%) felt it was moderately effective. No
respondents who reported practicing 10 years or less felt that music therapy is highly effective as
a treatment intervention. In comparison, 3 (20%) of more experienced physicians felt music
therapy is ineffective or minimally effective, and 8 (53%) felt it was moderately or highly
effective. A Fisher's exact test showed that this difference was not significant (p > 0.1).
Additionally, 14 (54%) of the newer physicians were unsure how effective music therapy is, as
compared with 4 (27%) of the more experienced respondents. A 2-sample proportion test showed
that this difference approached, but did not meet, criteria for significance (p > 0.1).
Referral practices were also compared by years of practice based on analysis of survey
questions 15 and 16. There was no significant difference in willingness to refer (p > 0.1).
Eighteen (78%) of the physicians who had been in practice for 10 years or less, and 14 (93%) of
the physicians who had been in practice for 11 years or more, reported that they would be willing
to refer patients to music therapy. However, there was a sign ificant difference in number of
reported referrals to music therapy over the previous six-month period (p < 0.05). Two (7%)
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newer physicians reported having made referrals compared with 6 (40%) of the more experienced
physicians.
Are there any differences in physicians' reported attitudes toward music therapy based upon
reported levels of education/ knowledge?
In order to assess the impact of perceived knowledge on responses to survey questions
related to music therapy attitudes, referral practices, and barriers to use the author used Survey
Monkey to filter responses by survey question 4 - "My knowledge of this field is best
characterized as." Respondents were divided into two groups - physicians who reported "no
knowledge" or "rudimentary knowledge" of music therapy, and physicians who reported a "fairly
good understanding" or "thorough understanding" of music therapy. Forty-two individuals
responded to survey question 4. Of these, 28 individuals (67%) reported no knowledge or
rudimentary knowledge and 14 individuals (33%) reported fairly good/ thorough understanding.
A summary of data by reported knowledge for questions 5-10 and 15-19 is included in Table 6.
Further analysis of survey question 5 - "I am aware of the credentialing requirements of
this profession" - revealed that O respondents in the no knowledge/ rudimentary knowledge group
agreed with this statement, while 22 (79%) disagreed. By comparison, 7 (50%) respondents from
the fairly good/ thorough understanding group agreed and 4 (29%) disagreed. A Fisher's exact
test revealed that this difference was significant (p < 0.001).
With regard to survey question 7 - "This field has enough evidence-based research to be
considered mainstream medical practice" - 4 ( 15%) in the no knowledge/ rudimentary knowledge
group disagreed or strongly disagreed with this statement and 3 (11%) agreed or strongly agreed,
compared with O respondents from the fairly good/ thorough understanding group who disagreed
or strongly disagreed with this statement and 10 (72%) who agreed or strongly agreed. A Fisher's
exact test revealed that this difference was significant (p < 0.01). Additionally 20 (74%)
respondents in the no knowledge/ rudimentary knowledge group indicated "don't know,"
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11- 25+ Years
0- 10Years
My knowled2e of this field is best characterized as:
No Knowledge/ Unfamiliar
3 (20%)
10(37%)
Rudimentary Knowledge
5 (33%)
10(37%)
Fairly Good Understanding
6 (22%)
6 (40%)
1 (4%)
1 (7%)
Thorough Understanding
I am aware of the credentialing requirements of this
1profession:
2 (7%)
Agree
5 (33%)
Disagree
18(67%)
8 (53%)
Unsure
7 (26%)
2 (13%)
I have a stron2 workin2 relationship with at least one practitioner from this field:
1 (4%)
4 (31%)
This field has enough evidence-based research to be considered "mainstream medical
practice."
Strongly Disagree
0 (0%)
l (4%)
Disagree
2 (8%)
l (7%)
Agree
3 (20%)
5 (19%)
Strongly Agree
1 (4%)
4 (27%)
Don't Know
7(47%)
17(65%)
I feel that I have adeouate knowledee about this field to advise my patients:
Strongly Disagree
8 (31%)
l (7%)
Disagree
7(50%)
13(50%)
Agree
4 (15%)
5 (36%)
Strongly Agree
1 (4%)
I (7%)
The credentialing requirements of this field are insufficient to warrant inclusion in the
medical multi-disciplinary team:
Strongly Disagree
2 (8%)
2 (13%)
3 (12%)
3 (20%)
Disagree
Agree
2 (13%)
l (4%)
Strongly Agree
1 (4%)
2 (13%)
Don't Know
19 (73%)
6(40%)
Based upon your own perceptions, rate the effectiveness of each discipline in improving
symptoms, conditions, or disease states.
Ineffective
1 (4%)
1 (7%)
Minimally Effective
5 (19%)
2 (13%)
Moderately Effective
6 (23%)
5 (33%)
Highly Effective
0 (0%)
3 (20%)
Unsure
4 (27%)
14(54%)
I would consider referrin2 patients to this modality.
Yes
18 (78%)
14 (93%)
5 (22%)
1 (7%)
No
I have made a referral in the past 6months to the following allied health disciplines:
2 (7%)
6 (40%)
Table 5. Impact of Years of Practice on Knowledge, Attitudes, and Referral Practices.
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compared with 4 (29%) respondents from the fairly good/ thorough understanding group. A 2sample proportion test showed that this difference was also significant (p < 0.01).
Further analysis of survey question 8 - "I feel that I have adequate knowledge about this
field to advise my patients" - showed that 25 (93%) of respondents in the no knowledge/
rudimentary knowledge group disagreed or strongly disagreed with this statement and 7 (7%)
agreed. No respondents in this group strongly agreed with this statement. In comparison, 4 (3 I%)
respondents from the fairly good/ thorough understanding group disagreed or strongly disagreed
with this statement and 9 (69%) agreed or strongly agreed. A Fisher's exact test revealed that this
difference was significant (p < 0.001).
With regard to survey question 9 - "The credentialing requirements of this field are
insufficient to warrant inclusion in the medical multidisciplinary team" - 3 (11%) from the no
knowledge/ rudimentary knowledge group strongly disagreed or disagreed with this statement
and 4 (14%) agreed or strongly agreed. In comparison, 7 (54%) from the fairly good/ thorough
understanding group strongly disagreed or disagreed with this statement and 2 (16%) agreed or
strongly agreed. A Fisher's exact test revealed that this difference was not significant (p > 0.1). A
2-sample proportion test was done as a follow-up to compare the percentage of respondents from
the no knowledge/ rudimentary knowledge group who answered "don't know" in response to
question 9 (75%) with the number of respondents from the fairly good/ thorough understanding
group who answered "don't know" (31%). This difference was found to be significant (p < 0.01).
When asked to rate the effectiveness of music therapy as a treatment intervention to
improve symptoms, conditions or disease states-question 10-6 (21%) respondents from the no
knowledge/ rudimentary knowledge group felt that it was ineffective or minimally effective and 5
(18%) felt it was moderately or highly effective. In comparison, no respondents from the fairly
good/ thorough understanding group indicated that they felt music therapy was ineffective, 3
(23%) felt it was minimally effective, and 9 (69%) felt it was moderately or highly effective. A
Fisher's exact test showed that this difference was not significant (p > 0.1). Additionally, 17
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(61%) respondents from the no knowledge/ rudimentary knowledge group were unsure how
effective music therapy is, as compared with I (8%) of the respondents from the fairly good/
thorough understanding group. A 2-sample proportion test showed that this difference was
significant (p < 0.01).
Referral practices were also compared by level of reported knowledge based on analysis
of survey questions 15 and 16. There was no significant difference in willingness to refer (p = l)
- 84% of respondents from the no knowledge/ rudimentary knowledge group reported willingness
to refer to music therapy, as compared with 8 5% of respondents from the fairly good/ thorough
understanding group. For reported referral history to music therapy, 3 (11%) of respondents from
the no knowledge/ rudimentary knowledge group reported a referral to music therapy in the
previous 6 month period, as compared with 5 (39%) of respondents from the fairly good/
thorough understanding group. A 2-sample proportion test showed that this difference
approached, but did not meet, criteria for significance (p > 0.05).
Analysis of question 17- "Please check any barriers to use or referral for the following"
-

revealed that respondents from the no knowledge/ rudimentary knowledge group were

significantly more likely than respondents with fairly good/ thorough understanding of music
therapy to identify "insufficient knowledge of discipline" (p < 0.00 l) and "insufficient knowledge
of referral process"(p < 0.05) as barriers to use. Those in the fairly good/ thorough understanding
group most frequently identified "unavailability of credentialed providers" and "lack of
reimbursement" as barriers to use of music therapy. However, differences between the 2 groups
for these barriers were not significant.
Finally, for question 18- "Check the areas of need/ functioning for which you would
consider referring to each profession"- the most frequently identified area for which both groups
would consider referring to music therapy was "emotional/ spiritual needs." There were no
significant differences between groups for the frequency with which respondents identified any of
the 8 areas of need/ functioning, although the group with some experience was slightly more
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likely to identify "communication problems." There were also no significant differences in
reported reasons for considering referrals to music therapy (question 19) between the 2 groups.
"When requested by patients/ families" was the most frequently identified reason for referral by
both groups, with 88% of those in the no knowledge/ rudimentary knowledge group and 100% of
those in the fairly good/ thorough understanding group reporting this as a potential reason for
referral. Additionally, respondents from the fairly good/ thorough understanding group were
slightly more likely to identify "when suggested by a colleague," "when clinically indicated," ''to
complement other treatments," and "when benefits of a placebo are desired" as reasons to refer to
music therapy.

Are-there any differences in physicians' attitudes toward music therapy based upon reported
levels of experience/ interaction?
In order to assess the impact of experience on responses to survey questions related to music
therapy attitudes, referral practices, and barriers to use the author used Survey Monkey to filter
responses by survey questions 6 - "I have a strong working relationship with at least one
practitioner from this field" - and 11 - "Please check all types of contact you have engaged in
and/or sources of information you have utilized to learn about each profession." Respondents
were divided into two groups. - Those who identified either a strong working relationship with a
music therapist and/or chose at least one source of information for music therapy were considered
to have "some experience," while those who did not identify a working relationship with a music
therapist and also did not identify any other source of information related to music therapy were
considered to have "no experience." Thirty-nine individuals responded to one or both survey
questions. Of these, 16 individuals (41%) reported no experience and 23 individuals (59%)
reported some experience. A summary of data by experience for questions 4-5, 8-10 and 15-19 is
included in Table 7.
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Unfamiliar/ Rudimentary
Knowledge

Fairly Good/ Thorough
Understanding

I am aware of the credentialing requirements of this profession:
7 (50%)
0 (0%)
Agree
4 (29%)
Disagree
22 (79%)
3 (21%)
6 (21%)
Unsure
This field has enough evidence-based research to be considered "mainstream medical
practice."
0 (0%)
1 (4%)
Strongly Disagree
0(0%)
3 (11%)
Disagree
(43%)
6
(7%)
2
Agree
4 (29%)
l (4%)
Strongly Agree
4 (29%)
Don't know
20 (74%)
I feel that I have adequate knowledge about this field to advise my patients:
I (8%)
8 (30%)
Strongly Disagree
3 (23%)
17 (63%)
Disagree
2 (7%)
Agree
7 (54%)
2 (15%)
0 (0%)
Strongly Agree
The credentialing requirements of this field are insufficient to warrant inclusion in the
medical multi-disciplinary team:
3 (23%)
I (4%)
Strongly Disagree
2 (7%)
4 (31%)
Disagree
1 (8%)
2 (7%)
Agree
1 (8%)
2 (7%)
Strongly Agree
4 (31%)
Don't Know
21 (75%)
Based upon your own perceptions, rate the effectiveness of each discipline in improving
symptoms, conditions, or disease states.
0 (0%)
2 (7%)
Ineffective
(23%)
3
4 (14%)
Minimally Effective
7 (54%)
4 (14%)
Moderately Effective
2 (15%)
1 (4%)
Highly Effective
1 (8%)
Unsure
17 (61%)
I would consider referring patients to this modality.
11 (85%)
Yes
21 (84%)
2 (15%)
4 (16%)
No
I have made a referral in the past 6 months to the following allied health disciplines:
5 (39%)
3 (11%)
Table 6. Impact of Perceived Knowledge on Attitudes, Referral Practices, and Barriers to Use.
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Unfamiliar/ Rudimentary
Knowledge

Fairly Good/ Thorough
Understanding

Please check any barriers to use or referral for the following
Insufficient Evidence
6(22%)
3(27%)
Unavailabity of
5(19%)
4 (36%)
Credentialed Providers
Insufficient Knowledge
1(9%)
20 (74%)
of Discipline
Peer or Personal Reluctance
2 (18%)
5(19%)
Lack of Reimbursement (Cost)
7(26%)
4 (36%)
Insufficient Knowledge
18(67%)
3(27%)
of Referral Process
Not Applicable
0(0%)
2(18%)
Check the areas of need/ functioning for which you would consider referring to each
profession:
1 (8%)
Physical Rehabilitation
3(16%)
1 (8%)
Activities of Daily Living
1(5%0
Communication Problems
2(11%)
3(25%)
5(26%)
Cognitive Rehabilitation
4(33%)
Emotional/ Spiritual Needs
17 ( 90%)
10 (83%)
Psychosocial Dysfunction
5(42%)
8(42%)
8(42%)
6(50%)
Manage Symptoms
6(50%)
Coping Skills
9(47%)
When would you consider referring to each profession?
Requested by Patients/ Families
11(100%)
21(88%)
15(63%)
9(82%)
When Suggested by a Colleague
7(64%)
13(54%)
When Clinically Indicated
9(38%)
When Other Options
5(46%)
Have Failed
9(82%)
To Complement Other
14(58%)
Treatments
3(13%)
3(27%)
Benefits of a Placebo
Are Desired
Would Not Refer
0(0%)
2(8%)
Table 6 (Cont). Impact of Knowledge on Attitudes, Referral Practices, and Barriers to Use.
Further analysis of survey question 4 - "My knowled,ge of this field is best characterized
as" - revealed a difference in perceived knowledge of music therapy between groups based upon
experience. Twelve participants (75%) who reported no experience also reported "no knowledge"
of music therapy, compared with only I individual (4%) in the group reporting some experience.
Additionally, only I respondent (6%) in the no experience group reported a "fairly good
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understanding" of music therapy, as compared with 10 individuals (44%) in the group reporting
some experience. A Fisher's exact test was used to compare the number of respondents in each
group who reported no knowledge or rudimentary knowledge with those who reported fairly good
or thorough understanding. The Fisher's exact test showed that differences in perceived
knowledge among groups were significant (p < 0.005).
For survey question 5 - "I am aware of the credentialing requirements of this profession"
- 0 respondents in the no experience group agreed with this statement, while 13 (81%) disagreed.
By comparison, 6 (26%) respondents in the group with some experience agreed and 12 (52%)
disagreed. A Fisher's exact test revealed that this difference was significant (p < 0.05).
With regard to survey question 7 - "This field has enough evidence-based research to be
considered mainstream medical practice" - 100% of participants in the no experience group (n =
15) responded "don't know," compared with 44% of respondents in the group with some
experience (n = l 0). A 2-sample proportion test showed that this difference was significant
(p < 0.001).
Further analysis of survey question 8 - "I feel that I have adequate knowledge about this
field to advise my patients" - showed that l 0_0% of respondents in the no experience group (n =
15) disagreed or strongly disagreed with this statement, compared with 56% of respondents from
the group with some experience (n = 13). A Fisher's exact test revealed that there was a
significant difference between groups in perceived ability to advise patients regarding music
therapy (p < 0.005).
With regard to survey question 9 - "The credentialing requirements of this field are
insufficient to warrant inclusion in the medical multidisciplinary team" - 94% (n = 15) of
participants in the no experience group responded "don't know," compared with 39% (n = 9) of
respondents from the group reporting some experience. A 2-sample proportion test showed that
this difference was significant (p < 0.00 l ). Although differences were not statistically compared
for other answer categories, it should also be noted that 10 (43%) of the more experienced
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respondents disagreed or strongly disagreed that music therapy has insufficient credentialing
requirements for inclusion in the medical multidisciplinary team, and 4 (18%) agreed or strongly
agreed.
When asked to rate the effectiveness of music therapy as a treatment intervention to
improve symptoms, conditions or disease states - question IO - 2 (13%) respondents from the no
experience group felt that it was minimally effective, and the _remainder of respondents reported
being unsure. In comparison, 6 respondents (26%) from the group reporting some experience
indicated that they felt music therapy was ineffective or minimally effective, 13 (57%) felt it was
moderately or highly effective, and 4 (17%) were unsure. A Fisher's exact test showed that
differences in perceived effectiveness of music therapy between groups approached, but did not
meet, criteria for significance (p > 0.1). However, a 2-sample proportion test showed a significant
difference between groups for the number of respondents who reported being unsure (p < 0.001).
Referral practices were also compared by reported experience based on analysis of survey
questions 15 and 16. There was no significant difference in willingness to refer (p = 1) - 86% (n
= 12) of respondents from the no experience group reported willingn ess to refer to music therapy,
as compared with 87% (n = 20) of respondents from the group reporting some experience. For
reported referral history to music therapy, no respondents from the no experience group reported
a referral to music therapy in the previous 6 month period, as compared with 8 (34%) of
respondents from the group with some experience. A test of 2 proportions showed that this
difference was significant (p < 0.01).
Visual inspection of question 17 - "Please check any barriers to use or referral for the
following" - showed that the two most frequently identified barriers to use by both groups were
"insufficient knowledge of discipline" and "insufficient knowledge of referral process." There
were no significant differences between groups for the frequency with which respondents
identified any of the 6 barriers to use for music therapy, although the no experience group was
slightly more likely to identify "insufficient evidence," "insufficient knowledge of discipline,"
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peer or personal reluctance," and "insufficient knowledge of referral process" and the group with
some experience was slightly more likely to identify "unavailability of credentialed providers"
and "lack of reimbursement."
Finally, for question 18 - "Check the areas of need/ functioning for which you would
consider referring to each profession" - the most frequently identified area for which both groups
would consider referring to music therapy was "emotional/ spiritual needs." There were no
significant differences between groups for the frequency with which respondents identified any of
the 8 areas of need/ functioning, although the group with some experience was slightly more
likely to identify "communication problems" and "cognitive rehabilitation" and the no experience
group was slightly more likely to identify "psychosocial dysfunction." There were also no
significant differences in reported reasons for referral to music therapy (question 19) between the
2 groups. "When requested by patients/ families" was the most frequently identified reason for
referral by both groups, with 92% of those in the no experience group and 100% of those in the
group with some experience reporting this as a potential reason for referral.

Are there any differences in physicians' reported willingness to refer, or reported referral history,
for music therapy based upon attitudes?
In order to assess the impact of attitudes toward music therapy on responses to survey
questions related to referral practices and perceived barriers to use, the author used Survey
Monkey to filter responses by survey question 10 - "Based upon your own perceptions, rate the
effectiveness of each discipline in improving symptoms, conditions, or disease states."
Respondents were divided into two groups based upon response to this question. - Those
who indicated that music therapy was either "ineffective" or "minimally effective" were
designated as having a negative attitude toward music therapy as a treatment intervention, and
those who indicated that music therapy is "moderately effective" or "highly effective" were
design ated as having a positive attitude. Twenty-three individuals responded to this survey
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No Contact/ Experience

Some Contact/ Exp.

My knowledge of this field is best characterized as:
No Knowledge/ Unfamiliar
l (4%)
12 (75%)
Rudimentary Knowledge
3(19%)
10 (44%)
Fairly Good Understanding
l (6%)
10 (44%)
Thorough Understanding
2(9%)
0(0%)
I am aware of the credentialing requirements of this
1profession:
Agree
0(0%)
6(26%)
Disagree
13 (81%)
12 (52%)
Unsure
5(22%)
3(19%)
This field has enough evidence-based research to be considered "mainstream medical
Ipractice."
Strongly Disagree
0(0%)
1(4%)
Disagree
0(0%)
0(0%)
Agree
0(0%)
7(30%)
Strongly Agree
0(0%)
5 22%)
Don't know
15(I 00%)
10 (44%)
I feel that I have adequate knowled2e about this field to advise mv patients:
Strongly Disagree
1(4%)
8 (53%)
Disagree
7(47%)
12 (52%)
Agree
0(0%)
8(35%)
Strongly Agree
0(0%)
2(9%)
The credentialing requirements of this field are insufficient to warrant inclusion in the
medical multi-disciplinary team:
Strongly Disagree
0(0%)
4(17%)
Disagree
0(0%)
6(26%)
Agree
0(0%)
2(9%)
Strongly Agree
2(9%)
1(6%)
Don't Know
15 (94%)
9 (39%)
Based upon your own perceptions, rate the effectiveness of each discipline in improving
symptoms, conditions, or disease states.
Ineffective
0(0%)
2(9%)
Minimally Effective
2(12%)
4(17%)
Moderately Effective
0(0%)
10 (44%)
Highly Effective
0(0%)
3(13%)
Unsure
4(17%)
14 (88%)
I would consider referring patients to this modality.
Yes
12 (86%)
20 (87%)
No
2(14%)
3(13%)
I have made a referral in the past 6 months to the following allied health disciplines:
0(0%)
8(34%)
Table 7. Impact of Experience on Knowledge, Attitudes, Referral Practices, and Barriers to Use.
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No Contact/ Experience

Some Contact/
Experience

Please check any barriers to use or referral for the following
Insufficient Evidence
3 (15%)
6 (38%)
Unavailabity of
6 (30%)
3 (19%)
Credentialed Providers
Insufficient Knowledge
8 (40%)
13 (81%).
of Discipline
Peer or Personal Reluctance
2 (10%)
4 (25%)
Lack of Reimbursement
4 (25%)
7 (35%)
(Cost)
Insufficient Knowledge
11 (69%)
9 (45%)
of Referral Process
Not Applicable
2 (10%)
0 (0%)
Check the areas of need/ functioning for which you would consider referring to
each profession:
2 (10%)
Physical Rehabilitation
2 (18%)
Activities of Daily Living
1 (9%)
1 (5%)
Communication Problems
1 (9%)
4 (19%)
Cognitive Rehabilitation
2 (18%)
7 (33%)
Emotional/ Spiritual Needs
9 (91%)
9 (82%)
Psychosocial Dysfunction
6 (55%)
8 (38%)
Manage Symptoms
5 (46%)
10 (48%)
Coping Skills
5 (46%)
11 (52%)
When would you consider referring to each
profession?
Requested by Patients/
11 (92%)
21 (100%)
Families
When Suggested by a
8 (67%)
16 (76%)
Colleague
When Clinically Indicated
7 (58%)
13 (62%)
When Other Options Have
6 (50%)
9 (43%)
Failed
To Complement Other
8 (67%)
16 (76%)
Treatments
Benefits of a Placebo Are
2 (17%)
4 (19%)
Desired
Would Not Refer
1 (8%)
1 (5%)

Table 7 (Cont). Impact of Experience on Knowledge, Attitudes, Referral Practices and Barriers to
Use.
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question by choosing one of the above answer options. (Respondents who indicated that they
were "unsure" of the effectiveness of music therapy as a treatment intervention were excluded
from the analysis.) Ofthe 23 total respondents included in the analysis, 9 individuals (39%) had a
negative attitude toward music therapy as a treatment intervention and 14 individuals (61%) had a
positive attitude. A summary ofdata by attitudes for questions 15-19 is included in Table 8.
Referral practices for the two groups were compared based on analysis of survey
questions 15 and 16. Of those in the "negative attitude" group 5 individuals (56%) indicated that
they would be willing to refer to music therapy and 4 individuals (44%) indicated that they would
not be willing to refer. In comparison, 12 individuals (92%) from the "positive attitude" group
indicated that they would be willing to refer to music therapy and 1 individual (8%) indicated that
they would not be willing to refer. A Fisher's exact test showed that this difference approached,
but did not meet, criteria for significance (p = 0.12). For reported referral history to music
therapy, no respondents from the "negative attitude" group reported a referral to music therapy in
the previous 6-month period, as compared with 8 (57%) of respondents from the "positive
attitude" group. A 2-sample proportion test showed that this difference was significant (p < 0.01).
Visual inspection ofquestion 17 - "Please check any barriers to use or referral for the
following" - showed that there were differences in the most frequently identified barriers to use
by the two groups. The "negative attitude" group identified "insufficient evidence" (n = 4, 50%)
and "peer or personal reluctance" (n = 4, 50%) as barriers to use ofmusic therapy significantly
more frequently than the "positive attitude" group (p < 0.05). Conversely, the "positive attitude"
group most frequently identified "unavailability ofcredentialed providers" (n = 5, 42%), "lack of
reimbursement" (n = 5, 42%), and "insufficient knowledge ofreferral process" (n = 5, 42%) as
barriers to use ofmusic therapy. Although these barriers were identified more often by the
"positive attitude" group than the "negative attitude" group, differences were not significant.
Further analysis of. question 18 - "Check the areas of need/ functioning for which you
would consider referring to each profession" - revealed that the most frequently identified area
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for which both groups would consider referring to music therapy was "emotional/ spiritual
needs." Five individuals (71%) from the "negative attitude" group and 11 individuals (92%) from
the "positive attitude" group chose this as an area of need for which they would consider making
a referral. Additionally, 5 respondents (71%) in the "negative attitude" group chose "coping
skills" as an area of focus for referrals to music therapy. Interestingly, "coping skills" was
identified more frequently by the "negative attitude" group than the "positive attitude" group,
although this difference was not significant (p > 0.1). No other significant differences between
groups for the frequency with which respondents identified the 6 remaining areas of need/
functioning were found, although the "positive attitude" group was more likely to identify
"physical rehabilitation" and "manage symptoms" than the "negative attitude" group.
Finally, visual inspection of responses to question 19 - "When would you consider
referring to each profession?" - showed that the most frequently identified referral reason for
both groups was ''when requested by patients/ families." Seven individuals (100%) from the
"negative attitude" group and 12 individuals (92%) from the "positive attitude" group chose this
as a primary reason for referral. Additionally, 12 respondents (92%) in the "positive attitude"
group chose "when suggested by a colleague" as a primary reason for referral to music therapy.
Physicians in the "positive attitude" group also would consider referring to music therapy ''when
clinically indicated," "when other options have failed," and "to complement other treatments"
with greater frequency than physicians in the "negative attitude" group, although these
differences were not significant.

Are there any differences in physicians' reported reasons for referral to music therapy compared
with related allied health professions?

As previously discussed, the average number of factors influencing referrals was
less for music therapy (M = 3.00) than for counseling/ psychotherapy (M = 3.73),
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Positive Attitude
Negative Attitude
I would consider referring patients to this modality.
Yes
12 (92%)
5 (56%)
1 (8%)
No
4 (44%)
I have made a referral in the past 6 months to the following allied health disciplines:
8 (57%)
0(0%)
Please check any barriers to use or referral for the
followine
1 (8%)
Insufficient Evidence
4 (50%)
Unavailabity of
1 (13%)
5 (42%)
Credentialed Providers
Insufficient Knowledge
3 (38%)
3 (25%)
of Discipline
Peer or Personal Reluctance
1 (8%)
4 (50%)
Lack of Reimbursement (Cost)
2 (25%)
5 (42%)
Insufficient Knowledge
3 (38%)
5 (42%)
of Referral Process
Not Applicable
1 (8%)
1 (13%)
Check the areas of need/ functioning for which you would consider referring to each
profession:
Physical Rehabilitation
0 (0%)
2 (17%)
Activities of Daily Living
I (14%)
I (8%)
Communication Problems

2 (29%)

2 (17%)

Cognitive Rehabilitation
3 (43%)
4 (33%)
Emotional/ Spiritual Needs
11 (92%)
5 (71%)
Psychosocial Dysfunction
4 (33%)
3 (43%)
7 (58%)
Manage Symptoms
2 (29%)
Coping Skills
5 (42%)
5 (71%)
When would you consider referring to each profession?
Requested by Patients/ Families
12 (92%)
7 (100%)
When Suggested by a Colleague
4 (57%)
12 (92%)
When Clinically Indicated
4 (57%)
9 (69%)
When Other Options Have
2 (29%)
6 (46%)
Failed
To Complement Other
4 (57%)
11 (85%)
Treatments
Benefits of a Placebo Are
l (14%)
3 (23%)
Desired
Would Not Refer
I (14%)
0 (0%)
Table 8. Impact of Reported Attitudes on Referral Practices and Barriers to Use.
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occupational therapy (M = 3.65), physical therapy (M = 3.80), and speech-language
pathology (M = 3.50). However, this difference only reached significance for physical
therapy vs. music therapy (p < 0.05). Interestingly, there were notable differences in the
reasons for referral chosen by physicians for music therapy as compared with the other
related allied health professions. Physicians in this study were more likely to refer to
music therapy than the other disciplines "when requested by patients/ families," "when
other options have failed," and "when benefits of a placebo are desired," and less likely
to refer to music therapy than the other disciplines "when clinically indicated" and "when
suggested by a colleague." This trend may be indicative of physicians lesser knowledge
of the potential clinical benefits/ outcomes of music therapy.

Are there any differences in the number or type of problems for which physicians would consider
making a referral to music therapy compared with related allied health professions?
As previously discussed, the average number of areas of need/ functioning selected by
participants for music therapy (M = 2.28) was less than the average number of areas of need/
functioning for counseling/ psychotherapy (M = 4.33), occupational therapy (M = 3.77), physical
therapy (M = 3.46), and speech/ language pathology (M = 3.26). This difference was significant
across all disciplines (p < 0.05). It was interesting to note that physicians tended to assign one
unique area of treatment emphasis to each of the related allied health professions in the study psychosocial dysfunction for counseling/ psychotherapy, activities of daily living for
occupational therapy, physical rehabilitation for physical therapy, and communication problems
for speech/ language pathology. Physicians in this study identified emotional/ spiritual needs as
the most prominent area of focus for music therapy.
Less than half of the participants in this study identified coping skills (48%), symptom
management (45%), or psychosocial dysfunction (42%) as areas of need for which they would
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consider referring to music therapy. Less than one third identified cognitive rehabilitation (29%),
and less than one quarter identified communication problems (16%), physical rehabilitation
(13%), or activities of daily living (7%). Although participants identified coping skills,
psychosocial dysfunction, and emotional/ spiritual needs as referral reasons more frequently for
music therapy than for any of the other disciplines, with the exception of counseling/
psychotherapy, respondents would refer to music therapy less frequently than all other disciplines
for symptom management, cognitive rehabilitation, communication problems, and physical
rehabilitation.

Are there any differences in the number or type of physician-identified barriers to referral/ use of
music therapy compared with related allied health professions?
As previously discussed, the average number of barriers selected by participants for
music therapy (M = 1. 78) was greater than the average number of barriers selected for
counseling/ psychotherapy (M = 1.28), occupational therapy (M = 0.3), physical therapy (M =
0.25), and speech/ language pathology (M = 0.35). This difference was significant across all
disciplines (p < 0.001), with the exception of counseling/ psychotherapy. This difference
approached, but did not meet, criteria for significance (p > 0. l ).
Four barriers to use - insufficient evidence, insufficient knowledge of discipline, peer or
personal reluctance, and insufficient knowledge of referral process - were selected with greater
frequency for music therapy than any of the other disciplines. Additionally, the remaining two
barriers - unavailability of credentialed providers and lack of reimbursement - were selected with
greater frequency for music therapy than any of the other disciplines, except for counseling/
psychotherapy. Only 2 individuals (5%) perceived no barriers to use of music therapy, compared
with 6 individuals (15%) for counseling/ psychotherapy, and 15 individuals (38%) for
occupational therapy, physical therapy, and speech/ language pathology.
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Summary of Survey Responses
Table 9 provides the most frequent responses to survey questions.
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Survey Question

Most Frequent
Response

Second Most Frequent
Response

Male-26 (62%)
Internal Medicine- 34 (81%)
0-5 years-19 (45%)

Female - 16 (38%)
Oncology- 7 (17%)
6-10 years-8 (19%)

Demo,:ral!hic Information
Gender
Discipline/ Specialty
Years of Practice
Knowled,:e and Attitudes

My knowledge of this field is best characterized as:
Fairly Good Understanding Counseling/ Psychotherapy
21 (50%)
Music Therapy

Rudimentary Knowledge 15 (36%)

Rudimentary Knowledge 14 (33%)
No Knowledge/ Unfamiliar 13 (31%)

Fairly Good Understanding Rudimentary Knowledge 27 (64%)
10 (24%)
Fairly Good Understanding - Thorough UnderstandingPhysical Therapy
33 (79%)
5 (12%)
Rudimentary Knowledge Fairly Good Understanding
Speech/ Language Pathology
28 (67%)
9 (21%)
I am aware of the credentialing requirements of this
1profession:
Counseling/ Psychotherapy
Agree- 26 (62%)
Disagree-11 (26%)
Unsure-9 (21 %)
Music Therapy
Disagree-26 (62%)
Occupational Therapy
Agree-29 (69%)
Disagree-7 (17%)
Physical Therapy
Disagree-6 (14%)
Agree-32 (76%)
Speech/ Language Pathology
Disagree- IO (24%)
Agree-26 (63%)
I have a strong working relationship with at least one practitioner from this field:
Counseling/ Psychotherapy
22 (61 %)
NIA
5 (14%)
Music Therapy
NIA
Occupational Therapy
20 (56%)
NIA
Physical Therapy
27 (75%)
NIA
Speech/ Language Pathology
21 (58%)
NIA
This field has enough evidence-based practice to be considered "mainstream medical
Ipractice."
Counseling/ Psychotherapy Strongly Agree-21 (51%)
Agree- 17 (42%)
Music Therapy Don't Know-24 (59%)
Agree-8 (20%)
Occupational Therapy
Strongly Agree-18 (43%)
Agree- 19 (45%)
Physical Therapy Strongly Agree-22 (54%)
Agree- 16 (38%)
Speech/ Language Pathology Strongly Agree-24 (57%)
Agree-15 (36%)
Table 9. Summary of Most Frequent Survey Responses.
Occupational Therapy
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Survey Question

Most Frequent
Response

Second Most Frequent
Response

Knowled1:;e and Attitudes (Continued}
I feel that I have adequate knowledge about this field to advise my patients:
Strongly Agree- l I (27%)
Agree - 24 (59%)
Counseling/ Psychotherapy
Agree-9 (23%)
Disagree-20 (50%)
Music Therapy
Strongly Disagree-9 (23%)
Strongly Agree-9 (22%)
Agree- 29 (71%)
Occupational Therapy
Strongly Agree- 13 (32%)
Agree-27 (66%)
Physical Therapy
Strongly Agree - 10 (24%)
Agree-26 (63%)
Speech/ Language Pathology
The credentialing requirements of this field are insufficient to warrant inclusion in the
medical multi-disciplinary team.
Disagree- 12 (29%)
Counseling/ Psychotherapy Strongly Disagree-13 (32%)
Disagree-6 (15%)
Music Therapy Don'tKnow-25 (61%)
Disagree- 13 (32%)
Occupational Therapy Strongly Disagree-14 (34%)
Disagree- 13 (32%)
Physical Therapy Strongly Disagree- I 5 (37%)
Disagree-13 (32%)
Speech/ Language Pathology Strongly Disagree-15 (37%)
Based upon your own perceptions, rate the effectiveness of each discipline in improving
symptoms, conditions, or disease states.
Moderately Effective- 21
Highly Effective- 13 (32%)
Counseling/ Psychotherapy
(51%)
Moderately Effective- I l
Music Therapy
Unsure- 18 (44%)
(27%)
Moderately Effective- 19
Highly Effective-18 (44%)
Occupational Therapy
(46%)
Moderately Effective- 15
Physical Therapy Highly Effective-24 (60%)
(38%)
Moderately Effective-18
Speech/ Language Pathology Highly Effective-19 (46%)
(44%)
Please check all types of contact you have engaged in and/ or sources of information you
have utilized to learn about each profession.
Patient Co-management-32 Information from Patients or
Counseling/ Psychotherapy
Co-workers-30 (75%)
(80%)
Information from Patients or
None-16 (42%)
Music Therapy
Co-workers-14 (37%)
Patient Co-management-35 Information from Patients or
Occupational Therapy
Co-workers- 32 (80%)
(88%)
Patient Co-management-36 Information from Patients or
Physical Therapy
Co-workers-33 (83%)
(90%)
Patient Co-management-34 Information from Patients or
Speech/ Language Pathology
Co-workers-31 (78%)
(85%)
Table 9 (Cont). Summary of Most Frequent Survey Responses
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Survey Question

Most Frequent
Response

Second Most Frequent
Response

Evidence2 Referrals2 and Barriers to Use
When evaluating research in the allied health fields, the following types of evidence would
convince me of a treatment's effectiveness.
Retrospective case control
Randomized, controlled
(Agree or Strongly Agree)
studies in peer-reviewed
clinical trials-38(93%)
medical journals- 34(83%)
Quality of life measures are of equal importance as disease or symptom-specific outcomes
in research.
Agree-15(37%)
Strongly Agree-14(34%)
Information obtained by research methods other than randomized, controlled clinical
trials has little value to physicians.
Disagree-33(81%)
Agree-5(12%)
I would consider referring patients to this modality.
Counseling/ Psychotherapy
Yes-39(95%)
No-2(5%)
Music Therapy
Yes-32(84%)
No-6(16%)
Occupational Therapy
Yes-40(98%)
No-1(2%)
Physical Therapy
Yes-40(98%)
No- I (2%)
Speech/ Language Pathology
Yes-37(97%)
No-1(3%)
I have made a referral in the past 6 months to the following allied health disciplines:
Counseling/ Psychotherapy
32(78%)
NIA
Music Therapy
8(20%)
NIA
Occupational Therapy
38(93%)
NIA
Physical Therapy
40(98%)
NIA
Speech/ Language Pathology
34(83%)
NIA
Please check any barriers to use or referral for the
followin2:
Lack of Reimbursement-19 Unavailability of Credentialed
Counseling/ Psychotherapy
(56%)
Providers-11(32%)
Insufficient Knowledge of
Discipline -21(55%);
Lack of Reimbursement-11
Music Therapy
Insufficient Knowledge of
(29%)
Referral Process-2 I (55%)
Lack of Reimbursement-6
Occupational Therapy Not Applicable- 15(60%)
(24%)
Lack of Reimbursement-6
Physical Therapy Not Applicable-16(65%)
(26%)
Lack of Reimbursement-5
Speech/ Language Pathology Not Applicable-15(60%)
(20%)
Table 9(Cont). Summary of Most Frequent Survey Responses.
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Survey Question

Most Frequent
Response

Second Most Frequent
Response

Evidence2 Referrals2 and Barriers to Use (Cont}
Please check the areas of need/ functioning (if any) for which you would consider
referring:
Coping Skills-33 (89%)
Psychosocial DysfunctionCounseling/ Psychotherapy
37 (100%)
Coping Skills-15 (48%)
Emotional/ Spiritual Needs Music Therapy
27 (87%)
Activities of Daily Living - Physical Rehabilitation -28
Occupational Therapy
(72%)
39 (100%)
Physical Rehabilitation -38 Activities of Daily Living -30
Physical Therapy
(77%)
(97%)
Communication Problems- Cognitive Rehabilitation - 21
Speech/ Language Pathology
(54%)
38 (97%)
When would you consider referring to each profession?
When Clinically Indicated - When Requested By Patients/
Counseling/ Psychotherapy
Families - 33 (83%)
38 (95%)
When Suggested By a
When Requested By Patients/
Music Therapy
Colleague - 24 (67%)
Families -32 (91%)
When Clinically Indicated - When Requested By Patients/
Occupational Therapy
Families -35 (88%)
40 (100%)
. When Clinically Indicated - When Requested By Patients/
Physical Therapy
Families -35 (88%)
40 (100%)
When Clinically Indicated- When Requested By Patients/
Speech/ Language Pathology
Families-35 (88%)
39 (100%)
Any other comments regarding knowledge, attitudes, referral practices, or barriers to use
for allied health professions, or regarding this survey specifically, are welcome.
"I don't know much about music therapy, but would be open to learning about it."
"Survey took longer than I wished! Regarding music therapy: I wonder if there is an equal
place to develop dance therapy, game therapy, story-reading therapy, or any of a number of
different approaches to helping folks feel better. My personal choice if in a hospital would be
to bring my own music, rather than listening to the therapist sing "Stairway to Heaven."
"You did not include other health professions like acupuncture or chiropractic. These are a bit
more controversial and may bring out the poles of opinions."
Table 9 (Cont). Summary of Most Frequent Survey Responses.
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CHAPTERV
DISCUSSION AND SUMMARY

Limitations

The number of potential respondents that completed survey questions beyond the first 3
demographic questions was 42 out of a possible 278, or 15. l %. Such a low response rate may
decrease generalizability of results. Additionally, the difficulty experienced by the author in
obtaining permission to survey physicians as a population resulted in two key limitations placed
upon the sample. First, physicians surveyed were from just two large hospitals in one large
metropolitan area of the U.S. Expansion of the survey to include a larger number of physicians
from hospitals of different sizes, located in different areas of the state or country, and split
between urban and more rural areas, would have increased the diversity of the sample and
potentially affected results. Secondly, survey respondents were almost exclusively physicians
specializing in either internal medicine or oncology. Undoubtedly, including a more diverse
cross-section of physicians in the survey might have yielded different results.
Although use of on on-line survey provided for decreased cost and increased convenience
for the author, use of the on-line format may have affected the rate of survey completion. Some
potential respondents may have been unfamiliar, and therefore uncomfortable, with the format,
while others simply may not have checked their e-mail, causing them to miss the opportunity to
participate altogether. In one case, the Chief of one of the departments who had provided
permission for her staff to participate in the study was too busy to send out the e-mail to her staff.
This resulted in l l individuals not receiving the survey link, and therefore being unable to
participate. If the author had been able to send out the surveys to potential participants directly, or
if the survey had been a mailed survey, this could have been avoided.
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In addition to limitations in the sample, not all participants responded to all questions
throughout the survey. Additionally, some participants answered certain questions about some of
the allied health professions, while neglecting to answer the same question with regard to other
professions. This resulted in comparison of unequal numbers of responses, sometimes within the
same question. Additionally, although the majority of respondents completed the survey once it
was begun, responses did begin to drop off around the mid-point of the survey, with only 40
respondents answering questions beyond number 10 and going on to complete the entire survey.
It is possible that the many demands and time constraints placed upon physicians in their daily
work made a survey with 20 questions simply too lengthy to complete for some individuals. Also,
many of the responses to the survey with regard to music therapy indicated that physicians were
unsure or did not have a great deal of knowledge about music therapy as a profession. This
reported lack of knowledge might have led to frustration on the part of participants, causing some
to drop out of the survey early or elect not to answer portions of certain questions.
The low response rate to this survey resulted in small numbers of responses in certain
categories, which necessitated combining answer categories for analysis of some questions.
Although this was not considered a large liability due to the inherent subjectivity of some answer
choices (e.g. "agree" vs. "strongly agree"), combining categories may have obscured some small
nuances in data. As a means of addressing this potential limitation, all survey data was also
presented in the original format in the results section of this paper, either in the text or through
use of tables and graphs.
Finally, surveying physicians from 2 hospitals presented a unique opportunity for
comparison of responses between physicians working in a hospital system with no music therapy
services, and physicians working in a hospital system that does provide music therapy services.
However, since the author neglected to include a question in the demographic portion of the
survey regarding hospital of employment, these comparisons could not be made. Thus, potential
differences in attitudes, knowledge, referral practices, and barriers to use for music therapy based
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upon increased opportunity for contact could only be inferred by comparing responses to specific
survey questions. Based upon the aforementioned limitations, it is suggested that replication of
this study on a regional or national level, with a larger number of potential respondents in a
variety of medical specialties, would potentially allow for increased insight and generalizability
of results.

Implications and Recommendations

Generalizability of Results
Although the results of this study provide some interesting insight into physicians'
knowledge, attitudes, referral practices, and perceived barriers to use of music therapy, one
concern is that the small response rate, combined with the overall homogeneity of the sample,
may decrease the generalizability of results. However, further inspection of research discussed in
the review of literature indicates that participants in this study have much in common with
physicians in other similar studies. For instance, Ernst, Resch & White (1995) found that, on
average, physicians regard complementary medicine as moderately effective, and at times
physicians use CAM therapies as "helpful placebos" rather than as specifically effective
treatments. In this study, many respondents indicated that they did not know how effective music
therapy was as a treatment intervention. However, of those who expressed an opinion, the
greatest number felt that it was moderately effective. Additionally, the most frequently cited
factor that would cause physicians in this study to consider a referral to music therapy was ''when
requested by patients or families." Six individuals also chose "when benefits of a placebo are
desired," more than for any other discipline. This may suggest that physicians also refer to music
therapy as a "helpful placebo" rather than to target specific clinical outcomes.
Boucher and Lenz ( 1998) noted that "a lack of evidence in the scientific literature is seen
as detrimental to physicians' acceptance of CAM" (p. 59). They also found that prospective
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randomized trials and knowledge of a treatment's physiologic method of action provided the most
convincing evidence for physicians of the efficacy of alternative modalities. One of the most
frequently cited barriers to use of music therapy in the current study was insufficient evidence.
Physicians in the current study also overwhelmingly viewed randomized, controlled clinical trials
as the most viable when evaluating the effectiveness of a treatment, and reported a high level of
confidence in research that provided evidence of a physiologic mechanism. Additionally,
participants who reported a fairly good or thorough understanding of music therapy were more
likely to agree with the statement that "this field has enough evidence-based research to be
considered mainstream medical practice," were more likely to express positive attitudes toward
music therapy, and were more likely to perceive music therapy as moderately or highly effective.
Finally, Hsiao, et al (2006) found that many physicians cited lack of knowledge and exposure as
reasons for skepticism regarding CAM modalities. Physicians in that study viewed knowledge as
a prerequisite to referral. Not surprisingly, in the current study 2 of the 4 barriers to referral/ use
that were selected with the greatest frequency for music therapy were insufficient knowledge of
discipline and insufficient knowledge of referral process.
With regard to knowledge and referral practices for allied health professions, Brogan
( 1981) concluded that physicians probably do not recognize the extent to which their patients
need rehabilitation services, and may not adequately refer their patients for such services. Scherz,
Kallail, and Edwards (1991) concluded based upon survey results that family practice residents
had an inadequate understanding of the full range of problems frequently treated by speech
language pathologists; and Ritchey, Pinkston, Goldbaum, and Heerten (1989) found that
physicians were in need of additional education regarding the extent of physical therapists'
capabilities. Interestingly, in the current study physicians appeared to have expanded awareness
of the diverse capabilities of the various allied health professionals, but still tended to focus on
the most well-known area of treatment emphasis when making decisions about referrals.
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Respondents seemed particularly unaware of the many areas of need/ functioning that can be
addressed by music therapists in medical settings.
Although in several ways the physicians who responded to this survey appear to have
attitudes and traits consistent with participants in previous studies, there are also some ways in
which they differ. For instance, physicians in the current study cited personal contacts information from patients or co-workers, direct observation, and patient co-management - most
frequently as sources of information for music therapy, while Lie and Boker (2004) found that
physicians used the internet, journals, books, health data bases, and videos most frequently to
learn about CAM. Hsiao, et al (2006) also found that younger practitioners were perceived as
being more open toward integration overall, compared with their older counterparts. However, in
the current study younger practitioners had less knowledge, less experience and less positive
attitudes toward music therapy overall than their older peers.

Importance of Professional Alignment with Allied Health Disciplines
As noted above, physicians in the current study answered survey questions in a manner
that was quite consistent with previous surveys of knowledge and attitudes toward
complementary and alternative medicine. In fact, one respondent even commented that poles of
opinions would have been emphasized if other modalities, such as acupuncture or chiropractic,
had been included in the survey. Since both of these disciplines are commonly identified as
CAM, it may indicate that to this particular respondent the inclusion of music therapy in the
survey "opened the door" for the inclusion of other CAM modalities.
There are a number of reasons that professional alignment of music therapy with
complementary and alternative medicine may be problematic, and even hinder the growth of
music therapy in medical settings. Caspi, et al (2003) have cautioned that the construct of CAM is
flawed and that CAM is a categorical label that subsumes such a diversity of therapeutic
modalities that the label itself has led to stereotypes, misconceptions, and prejudices among
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physicians. The literature shows that CAM modalities are often considered apart from more
traditional medical practices. To that end, Tracy, et al (2003) have defined complementary and
alternative therapies as ''those treatments and healthcare practices not taught widely in medical
schools, not generally used in hospitals, and not usually reimbursed by medical insurance
companies ... Alternative therapies are often referred to as those therapies that are used as an
alternative to conventional therapies, that are not recognized as mainstream care, and that tend to
have unproven mechanisms and unconventional evidence" (p. 198). As the review of literature
shows, medical professionals perceive a number of barriers to acceptance and use of
complementary therapies. These barriers may include lack of staff training; lack of knowledge;
unavailability of credentialed providers; lack of time or equipment; physician, peer, or personal
reluctance; lack of reimbursement; institutional concerns about legal issues (Tracy, et al, 2003;
Tracy, et al, 2005) and lack of evidence (Kreitzer, Mitten, Harris, & Shandeling, 2002). A study
by Shuval, Mizrachi, & Smetannikov (2002), which explored collaborative patterns between
alternative healthcare practitioners and physicians in hospital settings, even found that alternative
practitioners were so marginalized that biomedical practitioners who were willing to collaborate
with them often were penalized by "hostile reference groups" in the form of allocation of
resources, professional advancement, space, and remuneration.

Unlike CAM modalities, the allied health professions included in this
study seem to have largely transcended skepticism and barriers to use encountered 10-20
years ago, and appear to have joined the medical mainstream. The majority of
respondents in the current study reported fairly good to thorough understanding of the
four related allied health professions; awareness of credentialing requirements for allied
health; adequate knowledge to advise patients; a strong working relationship with at least
one practitioner from each of the related allied health disciplines; belief that each
discipline has enough evidence-based research to be considered "mainstream medical
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practice;" belief that credentialing requirements for each of the related allied health
disciplines is sufficient to warrant inclusion in the medical multi-disciplinary team;
perception that each of the related allied health professions is moderately to highly
effective; and few perceived barriers to use for allied health disciplines. Although it
appears based on results of the current study that physicians may continue to perceive
music therapy as belonging to the domain of CAM, music therapy as a profession has
much more in common with the allied health disciplines. The National Commission on
Allied Health and Section 701 of the Public Health Service Act of 1992 defines allied health
professional as "a health professional (other than a registered nurse or physician assistant) who
has received a certificate, an associate degree, a bachelor's degree, a master's degree, a doctoral
degree, or post baccalaureate training in a science related to health care; who shares the
responsibility for the delivery of healthcare services or related services, including services related
to the identification, evaluation, and prevention of diseases and disorders, dietary and nutrition
services, health promotion services, or health systems management services (Hardney, n.d./2006).
In addition to formal education and clinical training, the Health Professions Network website
(n.d./ 2007) states that allied health professionals are credentialed through certification,
registration, or licensure, and often work alongside physicians and other healthcare professionals
as members of the interdisciplinary treatment team.
Since music therapists also adhere to these more stringent standards of education, advanced
training, and credentialing, and work alongside other healthcare professionals as members of the
medical multi-disciplinary team, it seems only logical that music therapists should consider other
allied health professionals as their peers. This author would even go a step further to suggest that
a conscious decision on the part of music therapists to align with the allied health professions
would be well-advised and could potentially benefit the music therapy profession in a number of
ways. These . benefits might include increased knowledge of music therapy as a profession;
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increased acceptance and improved perceptions of music therapy as a treatment intervention with
specific clinical outcomes; and increased demand for and referral to music therapy in medical
settings.

Importance of Educating Physicians
Although increased education about music therapy is clearly needed at all levels, the
literature seems to indicate that education of physicians will be most crucial in securing an
expanded role for music therapy in medical settings. More than 20 years ago Crowe (1985) stated
that "The primary problem encountered in tapping this potential job market is in convincing
doctors and hospital administrators that music therapy could make a significant contribution to
overall patient care" (p.44). The limited studies that exist regarding perceptions of medical
professionals toward music therapy indicate that nurses perceive music therapy more positively
than physicians and express greater interest in the use of music in patient care (Zant, Sellick,
Willan, Reyno, & Browman, 1999; Kreitzer, Mitten, Harris, & Shandeling, 2002; Kemper,
Martin, Block, Shoaf, & Woods, 2004). Nurses also perceive physician reluctance as a greater
barrier to use than peer or personal reluctance for a number of CAM therapies, including music
therapy, in patient care (Tracy, et al, 2003; Tracy, et al, 2005). Additionally, several authors have
asserted that the opinions of physicians are an important factor in patient access to care
(Baumann, Deber, Silverman, & Mallette, 1998; Brintnell, Madill & Wood, 1981; Brogan, 1981;
Scherz, Kallail, & Edwards, 1991), and lack of endorsement of medical professionals may even
influence patients' decisions with regard to care (Warrick, et al, in Burns, Sledge, Fuller, Daggy,
& Monahan, 2005).
Studies of physician attitudes toward music therapy have shown that few physicians
surveyed regarded music therapy as part of "legitimate medical practice," few reported referrals
or use of music therapy, and few reported any training with regard to music therapy, or interest in
receiving training (Berman, Bausell, & Lee, 2002; Levine, Weber-Levine, & Mayberry, 2003). In
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the current study, knowledge, attitudes, and referrals for music therapy lagged far behind
knowledge, attitudes, and referrals for the other allied health professions, and physicians
perceived a greater average number of barriers to use for music therapy than the other disciplines.
Further, the literature and results of the current study both show that there is a lack of education
and training regarding music therapy in medical school programs, a variance of information in the
printed literature, and poor use of printed literature or electronic media to learn about music
therapy on the part of physicians. However, it is also important to note that physicians who have
personal experience with music therapy largely regard it as effective (Levine, Weber-Levine, &
Mayberry, 2003), express more positive attitudes and greater understanding of clinical outcomes,
and express interest in furthering their knowledge of music therapy through observation and
additional training (Hernandez, 2006). In the current study, respondents who reported greater
knowledge and experience of music therapy were more likely to be aware of evidence based
research in music therapy; more likely to perceive credentialing requirements of music therapy as
sufficient for inclusion in the multi-disciplinary team; more likely to perceive music therapy as
effective; more likely to have made a recent referral to music therapy; and less likely to perceive
lack of knowledge as a barrier to use of music therapy. Additionally, of those respondents in the
current study who reported minimal knowledge or experience of music therapy, many appear not
to have formed strong opinions toward music therapy. Therefore, it appears that there is
opportunity for education, which may lead to the formation of more positive attitudes, and greater
understanding on the part of physicians of the potential benefits of music therapy in medical
settings.

Recommendations for Advancement of Music Therapy in Medical Settings
Several previous authors have made recommendations regarding strategies for expanding
employment opportunities for music therapists in medical settings. Crowe (1985) suggested
educating physicians and others who make hiring decisions through inservices, hospital grand
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rounds, department meetings, opportunities for observation of patient sessions, and publications
in music therapy and medical journals, about the value and uses of music therapy techniques in
the general hospital setting, music therapy as a cost-effective means of promoting maximum
patient benefit, and the history of music and healing. Clark and Ficken ( l 988) suggested music
therapists should focus their energies on increased documentation of productivity (including
quantity and quality of services provided), increased research to document effectiveness of
interventions, and education of the consumer of music therapy services at all levels (physicians,
administrators, insurance companies, patients, the government, and employers). Finally, a task
force of professionals in music therapy and medicine made several recommendations for
increasing cooperation and interface between these two groups as part of a conference of the
International Society for Music and Medicine (Maranto, 1991). Contributors identified a need for
additional research within specific populations/ settings, increased collaborative research with
physicians, basic articles about music therapy to educate doctors, and joint research publications
in medical journals. Additionally, training to increase collaboration between music therapists and
physicians, and increased opportunities for communication between professionals was suggested
as a means of facilitating greater integration of music therapy in medical settings.
All of the advice given by the pioneering professionals who have increased the presence
of music therapy in medical settings over the past two decades should be heeded. Indeed, many
music therapists have already implemented these suggestions by expanding efficacy studies of
music therapy, providing opportunities for staff observation of music therapy, providing direct
education of staff, engaging in consultation and collaboration with medical personnel, publishing
music therapy research in medical journals, and publishing chapters and books on the subject of
music therapy applications in medical settings. In addition, it is also suggested by this author that
music therapists should seek to learn from the progress of professionals in related allied health
disciplines, as these professionals appear to have obtained a much greater degree of acceptance
and autonomy over the past several years than music therapists. In one study of allied health
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professionals, participants identified ways in which their respective professions could promote
changes in professional status, including 1) becoming more confident and assertive in what their
profession has to offer, 2) increasing the research base to support effectiveness of clinical
practices, and 3) demonstrating valuable skills and knowledge not possessed by others (Kenny &
Adamson, 1992). Music therapists should continue the progress made toward education of and
collaboration with medical staff, and increasing the research base. With regard to the last
suggestion, music therapists should emphasize what is unique about the profession, namely the
ability to address multiple areas of patient functioning with a variety of specific therapeutic music
interventions.
In addition to pursuing these goals, and those already set forth by music therapists
seeking to increase the presence of music therapy in medical settings, this author would also
suggest increased education of, and collaboration with, related allied health disciplines. Since
some researchers have found that in-group bias may affect interprofessional attitudes among
allied health practitioners (Furnham, Pendleton, & Manicom, 1981), and without shared
coursework students may stereotype other disciplines and perceive themselves more capable than
others (Insalaco, Ozkurt, & Santiago, 2006), this increased education and collaboration should
begin at the student level and continue in all facets of professional contact. Education and
collaboration efforts should take the same form as that which is recommended for physicians.
Specifically, allied health professionals should be given information regarding education and
credentialing requirements of music therapists, assessment and goal planning, and music therapy
treatment interventions and clinical outcomes through inservices, hospital grand rounds,
department meetings, opportunities for observation of patient sessions, and publications in allied
health journals. Additionally, training to increase collaboration between music therapists and
related allied health students and professionals, and increased opportunities for communication
between students and professionals, through joint coursework, practicums, contact during
internships, and collaborative treatment of patients at the professional level is recommended.
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Finally, the physicians in this study indicated that they would most often consider
referring to music therapy when requested by a patient or family member. Therefore, it is
recommended that music therapists actively seek opportunities to educate patient groups about
music therapy as a profession, and the potential benefits of music therapy for specific symptoms
and diagnoses, in order to capitalize on the current climate in medical settings of patient-centered
care. This could be accomplished by speaking to support and other groups that focus on specific
symptoms or diagnoses, such as chronic pain, cancer, or traumatic brain injuries, among others.
By intentionally aligning and forming partnerships with the allied health professions related to
music therapy, following the path to greater understanding and acceptance already pioneered by
the allied health disciplines, emphasizing the uniqueness of music therapy, educating patient
groups, and increasing contact with and education of physicians who are the accepted "gate
keepers" of patient care, the expansion of music therapy in medical settings will be achieved.

Summary

Forty-two physicians completed the survey beyond the first 3 demographic questions.
Participants included physicians from the Department of Medicine at Hennepin County Medical
Center and members of the Hospital Service or Department of Oncology at Park Nicollet
Methodist Hospital. Both hospitals are located in metropolitan Minneapolis, Minnesota.
Participants were asked to complete a one-time online survey with 20 questions pertaining to
basic demographic information, and knowledge, attitudes, referral practices, and perceived
barriers to use for music therapy and four related allied health professions (counseling/
psychotherapy, occupational therapy, physical therapy, and speech/ language pathology).
Results of this survey indicated that physicians overall have limited knowledge and
awareness of music therapy as a profession. Additionally, the majority of physicians in this study
seem not to have formed strong opinions about music therapy, possibly due to their limited
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knowledge. Although the majority of respondents reported that they would be willing to refer
patients to music therapy, only a small number reported an actual referral to music therapy during
the previous six-month period. Based upon these observations, it could be inferred that the issue
of lack of awareness of research in music therapy is further compounded by the limited sources
utilized by physicians to learn about music therapy, and the types of research regarded as credible
by physicians. As previously discussed, more than a third of the respondents in this study had
never utilized any source as a means of gaining information about music therapy, while nearly all
respondents had utilized at least one source of information to learn about the other professions
about which they were surveyed. Additionally, all of the sources of information cited by
physicians for music therapy with any frequency were different types of personal contact.
Virtually no respondents had consulted textbooks, journals, or the internet to learn about music
therapy. Finally, when searching for or evaluating research in general, physicians may not
consider research published in allied health journals, where much of music therapy research is
found, due to perceived lack of credibility.
When attitudes, referral practices, and perceived barriers to use for music therapy and the
four related allied health professions were compared, it was found that physicians reported greater
knowledge overall for the four allied health professions, and less experience, education, and
contact with music therapy than the other disciplines. Physicians also seemed to have more
clearly formulated perceptions of counseling/ psychotherapy, occupational therapy, physical
therapy, and speech/ language pathology than music therapy, and perceptions seemed to be more
positive overall for the former than the latter. Although physicians' willingness to refer to music
therapy did not differ greatly from reported willingness to refer to counseling/ psychotherapy,
occupational therapy, physical therapy, or speech/ language pathology, the number of actual
referrals to music therapy was much smaller than the number of reported referrals for the other
disciplines. The large gap in numbers between reported referrals to music therapy and the other
related allied health professions over a six month period, may not represent a contradiction of
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participants' reported willingness to refer to music therapy. Of the two hospitals where survey
participants were employed, only one has a music therapy program that is limited to a few areas
of the hospital. Additionally, this author has personal knowledge of that music therapy program
and is aware that music therapy is part of the general treatment milieu in both the Eating
Disorders Institute and Struthers Parkinson's Center, is referred for hospice patients as part of the
standing orders signed by the hospice medical director upon admission, and is largely self
referred in inpatient and outpatient Oncology based upon information obtained in
interdisciplinary team rounds and from the daily patient census. Therefore, a lack of recent
referrals to music therapy may be more indicative of a real or perceived lack of opportunity to
refer at the particular hospitals where survey respondents are employed.
The average number of factors influencing physicians to make referrals to music therapy
was also less than the average number of factors influencing referral selected by participants for
the other disciplines, and physicians were more likely to refer to music therapy than the other
allied health professions when requested by patients or families. Similarly, the average number of
barriers to use/ referral selected by participants for music therapy was greater than the average
number of barriers to use selected for all of the other disciplines. Finally, the average number of
areas of need/ functioning for which physicians would consider making a referral was less for
music therapy than the other disciplines. Interestingly, when selecting areas of need/ functioning
for which they would consider a referral to music therapy or the related allied health professions,
participants in this study tended to assign one unique area of treatment emphasis to each
profession. For example, psychosocial dysfunction as a referral reason for counseling/
psychotherapy, emotional/ spiritual needs for music therapy, activities of daily living for
occupational therapy, physical rehabilitation for physical therapy, and communication problems
for speech/language pathology. While it is certainly appropriate for music therapists to address
emotional and spiritual concerns, particularly within medical settings where patients may be
dealing with the psychological impact of distressing symptoms or diagnoses, responses indicate
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that physicians may be less aware of the use of therapeutic music interventions to impact
cognitive, physical and psychosocial needs and manage symptoms. It could be speculated that
physicians fail to understand the application of music therapy interventions to other areas of need/
functioning based on lack of knowledge of music therapy education and credentialing
requirements. Perceptions may also be affected by participants' use of music in self-care,
observation of music therapy interventions in clinical settings. without an informed understanding
of the interventions being utilized, or observation of a music therapist working in a single setting
without the knowledge that music therapists work in a variety of settings and utilize a variety of
interventions.
When knowledge, attitudes, and referral practices for music therapy were compared
based upon demographic information (gender, discipline/ specialty, and years of practice) some
differences were found. Male respondents reported less knowledge of music therapy and poorer
attitudes overall than female respondents. However, there were no significant differences in
reported willingness to refer or referral history for music therapy based on gender. With regard to
discipline/ specialty, physicians practicing in oncology reported slightly greater knowledge and
more positive attitudes overall toward music therapy than physicians practicing in internal
medicine. Although there was not a significant difference in reported willingness to refer to music
therapy by discipline, physicians practicing in oncology reported more actual referrals to music
therapy than physicians in internal medicine did. The oncologists were also more likely to report
a strong working relationship with a music therapist than the physicians practicing in internal
medicine. Although it was not surprising that differences were found, since 10 of the 14 oncology
doctors surveyed were known to work within a hospital and department with access to music
therapy services, it was somewhat surprising that few of the differences in knowledge or attitudes
were statistically significant. Related to years of practice, physicians who had been practicing for
IO years or less reported slightly less knowledge and poorer attitudes overall than physicians who
had been in practice for 11 years or more. Although there were no differences in reported
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willingness to refer based on years of practice, the more experienced group of physicians reported
a greater number of recent referrals to music therapy than the less experienced group. Physicians
who had been practicing for 11 years or more were also more likely to have a strong working
relationship with a music therapist, possibly due to increased opportunities to form such
relationships over a longer career.
When comparisons were made among responses to survey questions related to
knowledge, attitudes, referral practices, and barriers to use for music therapy, it was found that
physicians who reported greater knowledge/ understanding of music therapy also reported more
positive attitudes. Although part:icipants with greater reported levels of experience/ interaction for
music therapy were also expected to report more positive attitudes, the actual data showed that
individuals with more experience were significantly more likely than their peers to have formed
opinions about music therapy, whether these opinions were positive or negative. Although there
were no significant differences in reported willingness to refer to music therapy based upon
attitudes, respondents who reported positive attitudes toward music therapy were significantly
more likely to have made a recent referral to music therapy than participants with negative
attitudes.
Although physicians in this study reported being open to a variety of research types when
evaluating the effectiveness of treatment interventions, randomized, controlled clinical trials
represent the specific type of evidence that physicians regard as most credible. However, the
majority of participants disagreed with the statement that "information obtained by research
methods other than randomized, controlled clinical trials has little value to physicians."
Physicians also viewed retrospective, case control studies in peer-reviewed medical journals and
evidence demonstrating a physiologic mechanism as highly credible. Additionally, the majority
of respondents agreed that "quality of life measures are of equal importance as disease or
symptom-specific outcomes in research."
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It is important to note that physicians in the current study answered survey questions
about music therapy in a manner that was quite consistent with previous surveys of knowledge
and attitudes toward complementary and alternative medicine. There are a number of reasons that
professional alignment of music therapy with complementary and alternative medicine may be
problematic, and even hinder the growth of music therapy in medical settings. Unlike the allied
health professions, CAM modalities are not taught widely in medical schools, not generally used
in hospitals, and not usually reimbursed by medical insurance companies. Additionally, CAM
modalities are often used as an alternative to conventional therapies, are not recognized as
mainstream care, and tend to have unproven mechanisms and unconventional evidence. In
extreme cases, biomedical practitioners who are willing to collaborate with alternative medicine
practitioners may be penalized in the form of allocation of resources, professional advancement,
space, and remuneration.
Unlike CAM modalities, the allied health professions included in this study seem to have
largely transcended skepticism and barriers to use encountered I 0-20 years ago, and appear to
have joined the medical mainstream. Although it appears based on results of the current study that
physicians may continue to perceive music therapy as belonging to the domain of CAM, music
therapy as a profession has much more in common with the allied health disciplines. Music
therapists, like other allied health professionals, have formalized degree requirements, extensive
practical clinical requirements, and must maintain credentials. Music therapists in medical
settings often work alongside physicians and other healthcare professionals as members of the
interdisciplinary treatment team and the clinical applications of music therapy are informed by a
well-documented research base. Since music therapists adhere to the same stringent standards of
education and credentialing requirements as allied health professionals, music therapists should
consider allied health professionals as their peers and engage in increased contact and
collaboration with related disciplines.
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It is also extremely important that music therapists increase educational efforts with
regard to physicians, as this will be most crucial in securing an expanded role for music therapy
in medical settings. Several authors have asserted that the opinions of physicians are an important
factor in patient access to care, and lack of endorsement of medical professionals may even
influence patients' decisions with regard to care. However, research with medical professionals
shows that nurses perceive music therapy more positively than physicians, express greater interest
in the use of music in patient care, and perceive physician reluctance as a greater barrier to use of
music therapy than peer or personal reluctance. Studies of physician attitudes toward music
therapy have shown that few physicians regard music therapy as part of "legitimate medical
practice," report referrals or use of music therapy, or report any training or interest in training
with regard to music therapy. In the current study, knowledge, attitudes, and referrals for music
therapy lagged far behind knowledge, attitudes, and referrals for the other allied health
professions, and physicians perceived a greater average number of barriers to use for music
therapy than the other disciplines. Although the literature and results of the current study both
show that there is a lack of education and training regarding music therapy in medical school
programs, a variance of information in the printed literature, and poor use of printed literature or
electronic media to learn about music therapy on the part of physicians, physicians who are
exposed to music therapy generally repprt greater knowledge and understanding, more positive
attitudes, and increased interest in furthering their knowledge of music therapy.
Several recommendations have been made in the literature for expanding employment
opportunities for music therapists in medical settings. These include educating physicians and
others who make hiring decisions through inservices, hospital grand rounds, department
meetings, opportunities for observation of patient sessions, and publications in music therapy and
medical journals, about the value and uses of music therapy techniques in the general hospital
setting, music therapy as a cost-effective means of promoting maximum patient benefit, and the
history of music and healing; increasing documentation of productivity (including quantity and
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quality of services provided), increasing research to document effectiveness of interventions, and
educating consumers of music therapy services at all levels (physicians, administrators, insurance
companies, patients, the government, and employers); and conducting additional research within
specific populations/ settings, increased collaborative research with physicians, basic articles
about music therapy to educate doctors, joint research publications in medical journals, training to
increase collaboration between music therapists and physicians, and increased opportunities for
communication between music therapists and physicians. Other recommendations for effecting
changes in professional status include l ) becoming more confident and assertive in what the
profession has to offer, 2) increasing the research base to support effectiveness of clinical
practices, and 3) demonstrating valuable skills and knowledge not possessed by others.
In addition to pursuing these goals, and those already set forth by music therapists
seeking to increase the presence of music therapy in medical settings, this author would also
suggest increased education of, and collaboration with, related allied health disciplines. Education
and collaboration efforts should take the same form as that which is recommended for physicians,
and should begin at the student level and continue in all facets of professional contact.
Specifically, allied health professionals should be given information regarding education and
credentialing requirements of music therapists, assessment and goal planning, and music therapy
treatment interventions and clinical outcomes through inservices, hospital grand rounds,
department meetings, opportunities for observation of patient sessions, and publications in allied
health journals. Additionally, training to increase collaboration between music therapists and
related allied health students and professionals, and increased opportunities for communication
between students and professionals, through joint coursework, practicums, contact during
internships, and collaborative treatment of patients at the professional level is recommended.
By forming partnerships with the allied health professions related to music therapy;
following the path to greater understanding and acceptance already pioneered by the allied health
disciplines; providing education to patient groups about music therapy and its potential benefits
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for specific symptoms and diagnoses; working to emphasize the uniqueness of the profession,
especially the ability to affect multiple areas of patient need/ functioning with a variety of
interventions; and increasing contact with and education of physicians, who are the accepted
"gate-keepers" of patient care, the expansion of music therapy in medical settings will be
achieved.
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April 30, 2007
Dr. Davies,
My name is Rebecca Frohardt and I am a music therapist living and working in the Twin
Cities. I am also currently working toward my Master's degree in Music Therapy through
Western Michigan University. At this time, I am involved in completing the thesis portion of my
degree requirements. The research study that I have chosen to undertake is a survey of physicians.
The purpose of the study is to gather information regarding physicians' knowledge, attitudes,
referral practices, and perceived barriers to use of music therapy and several related allied health
fields. I plan to administer this survey in an online format. Approximate time for completion of
the survey is l 0-15 minutes.
I am writing to you to request your support in this project. With your permission I would
like to include physicians from your department in this study as potential survey respondents. I
realize that physicians lead very busy lives and have many demands placed on their time.
However, participation in the survey is voluntary and I feel that the information gained through
this survey will be quite helpful to those in the field of music therapy. It is my hope that this
survey will help to inform music therapists currently practicing in medical settings, or with an
interest in practicing in medical settings, with regard to physician knowledge and attitudes, as
well areas of opportunity for education and/ or research related to music therapy.
If you have any further questions regarding the proposed study, would like more
information, or would be willing to give permission for your department's participation please
feel free to contact me by phone at (612) 239-0805, or by e-mail at rebeccafrohardt@yahoo.com.
You may also contact my thesis advisor at Western Michigan University, Professor Brian Wilson,
at brian.wilson@wmich.edu with questions or concerns. Thank you for your consideration in this
matter.

Sincerely,
Rebecca Frohardt, MT-BC
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RebeccaDr. Scott Davies, Chief of the Department of Medicine, is in support of your doing this research
project here but stated that he cannot guarantee the rate of survey responses.
Please let me know when you are ready to submit to our IRB and I'll provide assistance.
Thanks. Belinda Rogers
Department of Medicine
HCMC
612-873-6177
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Becca,
Good news! Talked this AM with Dr. Mark Seaburg, who is director of the hospital service docs.
He said that he thinks it will be fine to distribute your survey to the hospitalists. His area includes
1/2 of all of the Methodist Hospital service, which would be internal medicine and family
medicine.
For now, Dr. Seaburg said to go ahead and submit it through IRB, then contact him again to
obtain the information to distribute the survey.
Let me know if you need anything else.
Dawn Miller

133

Appendix D
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Becca,
Hello. I appreciate the music therapy services provided for our patients very much. I receive
complements concerning this offering in our cancer program quite often. I think it would be great
for all of the oncologists to be given the opportunity to take part in your survey. In case you don't
have a list of the oncologists already, they are:
Mark Wilkowske
Joseph Leach
Amy Spomer
Steven Duane
J.P. Carlson
Melissa Sherman
Cathleen Chen
Michaela Tsai
Kendra Kubiak
Mark Menge

Thank you, Mark Wilkowske
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Survey of Knowledge, Attitudes, Referral Practices,
& Barriers to Use for Allied Health Professions
I. Demographic Information
I. Gender

□ Male

□ Female

2. Discipline

□ Emergency medicine
□ Family medicine
□ Internal medicine
□ Neurology
□ Neonatology

□ Pediatrics

□ Physical Medicine & Rehabilitation

□ Psychiatry
□ Pulmonary Medicine
□ Surgery

□ Obstetrics/Gynecology

□ Other ------

□ Oncology

3. Years of Practice

□ 0-5 years

D 16-20 years
IJ 21-25 years
□ More than 25 years

□ 6-10 years
□

I 1-15 years

II. Knowledge and Attitudes
4. My knowledge of this field is best characterized as:
No knowledge/
Unfamiliar

Rudimentary
Knowledge

Fairly Good
Understanding

Thorough
Understanding
0

C/P

0

0

0

MT

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

OT
PT
SLP

5. I am aware of the credentialing requirements of this profession:
Agree
C/P
MT
OT
PT
SLP

Disagree

Unsure

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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6. I have a strong working relationship with at least one practitioner from this field (check all that apply):

□ Counseling/ Psychotherapy
□ Music Therapy
□ Occupational Therapy

□ Physical Therapy
□ Speech/ Language Pathology

7. This field has enough evidence-based research to be considered "mainstream medical practice."
Disagree

Agree

Strongly Agree

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Strongly Disagree
C/P
MT
OT
PT
SLP

Don't
Know

8. I feel that I have adequate knowledge about this field to advise my patients.
Disagree

Strongly Disagree
C/P
MT
OT
PT
SLP

Agree

Strongly Agree

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

9. The education/ credentialing requirements of this field are insufficient to warrant inclusion in the medical
multi-disciplinary team:
Disagree

Strongly Disagree
C/P
MT
OT
PT
SLP

Agree

Strongly Agree

Don't
Know

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

10. Based upon your own perceptions, rate the effectiveness of each discipline in improving symptoms,
conditions, or disease states.
Harmful
C/P
MT
OT
PT
SLP

Ineffective

Minimally
Effective

Moderately
Effective

Highly
Effective

Unsure

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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11. Please check all types of contact you have engaged in and/or sources of information you have utilized to learn
about each profession

Information
from Patients
or Co-workers
C/P
MT
OT
PT
SLP

Direct
Observation

Patient
Co-management

Textbooks/
Journal
Articles

Lnservice
Training/
CEUs

Internet
Research/
Websites

None

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

List other types of contact/ sources of information if applicable:

III. Evidence, Referrals, and Barriers to Use
12. When evaluating research in the allied health fields, the following types of evidence would convince me of a
treatment's effectiveness.

Strongly
Disagree

Disagree

Agree

Strongly
Agree

Randomized, controlled clinical trials

0

0

0

0

Evidence demonstrating physiologic
mechanism

0

0

0

0

Retrospective case control studies
in peer-reviewed medical journals

0

0

0

0

Case reports in peer-reviewed
medical journals

0

0

0

0

Case reports in allied
health journals

0

0

0

0

13. Quality of life measures are of equal importance as disease or symptom specific outcomes in research.

D Strongly Disagree

D Disagree

D Agree

D Strongly Agree

14. Information obtained by research methods other than randomized controlled trials has little value to
physicians.

D Strongly Disagree O Disagree

D Agree
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D Strongly Agree

15. I would consider referring patients to this modality.
No

Yes
C/P
MT
OT
PT
SLP

0

0

0

0

0

0

0

0

0

0

16. I have made a referral in the past 6 months to the following allied health disciplines:
□ Counseling/ Psychotherapy

D Physical Therapy
□ Speech/ Language Pathology

□ Music Therapy
□ Occupational Therapy

17. Please check any barriers to use or referral for the following
Unavail. Insufficient Peer or Lack of
Institutional
Insufficient
Insufficient of Creden. Knowledge Personal Reimbursement Concern About Knowledge of
Evidence
Providers of Disc. Reluctance (Patient Cost) Legal Issues
Referral Process
C/P
MT
OT
PT
SLP

NIA

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

18. Please check the areas of need/ functioning (if any) for which you would consider referring to each
profession:
Emotional/
Physical
Communication Cognitive Spiritual Psychosocial Manage
Coping
Rehab
ADLs
Needs
Problems
Rehab
Dysfunction Symptoms Skills
C/P
MT
OT
PT
SLP

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Other:
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19. When would you consider referring to each profession? (check all that apply)
When
When
When
Sugg by Clinically
Requested by
Patients/Families Colleague Indicated
C/P

MT

OT
PT
SLP

When Other
Options
Have Failed

To Complement When Benefits Would
Other
ofa Placebo
Not
Treatments
Are Desired
Refer

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

20. Any other comments regarding knowledge, attitudes, referral practices, or barriers to use for allied health
professions, or regarding this survey specifically, are welcome.
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Date: April 23, 2007
To:

Brian Wilson, Principal Investigator
Rebecca Frohardt, Student Investigat

From: AmyNaoglo, Ph.D, �
Re:

,,

r

for thesis

�

HSIRB Project Number: 07-04-19

This letter will serve as confirmation that your research project entitled "A Comparative
Study of Physician Knowledge, Attitudes, Referral Practices, and Barriers to Use of
Music Therapy and Related Allied Health Professions" has been approved under U1e
exempt category of review by the Human Subjects Institutional Review Board. The
conditions and duration of this approval are specified in the Policies of Western Michigan
University. You may now begin to implement the research as described in the
application.
Please note that you may only conduct this research exactly in the fonn it was approved.
You must seek specific board approval for any changes in this project. You must also
seek reapproval if the project extends beyond the termination date noted below. In
addition if there are any unanticipated adverse reactions or unanticipated events
associated with the conduct of this research, you should immediately suspend the project
and contact the Chair of the HSIRB for consultation.
The Board wishes you success in the pursuit of your research goals.
Approval Tem1ination:

April23,2008

Walwood Hall, Kalamazoo. Ml 490
PHONE: (269) 387-8293 FAX: (269) 3

Date: October 11. 2007
Tn:

Urian Wilson. Principal lnn:stigator
Rcbecca !-"rnhan.il. Student Investigator for thesis

Fcom, Amy N""""· l'h I) .
Re:

Gir,10 �(w�l-

IISIRB Project �umber: 07-04-19

This letter will serve as rnnfirmation that the changes to your research project "A Comparative
Study of Physician Knowledge. Attirudes, Referral Practices. and Barriers to Use of Music
Therapy and Related Allied Health Professions" requested in your memo dated 10/11/2007
(revised survey; revised consent document; Park Nicolet1e, Minneapolis, MN added as a data
collection site; revised n:cruit,m:nt procedures at Hennepin County Medical Center_, Minneapolis,
MN) have been approved by the I luman Subjects Institutional Review Board.
The conditions and the duration of this approval are specified in the Policies of Western
Michigan University.
Please note that you may only conduct this research exactly in the fonn it was approved. You
must seek specific hoard approval for any changes in this project. You must also seek reapproval
if the project extends beyond the termination date noted below. In addition if there are any
unanticipated adverse reactions or unanticipated events associated with the conduct of this
research, you should immediately suspend the project and contact tJ1e Chair of the 1-ISIRB for
consultation.
The Board wishes you sucn:ss in the pursuit of your research goals.
Approval Termination:

April 23, 2008

Walwood Hall. Kalamazoo. Ml 49008-545E
PHONF 1?691 387-8293 FAX: (269l 387-827E
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Pa,k Nicollet Institute

Park Nicollet

!',- .. 'v,

,-.::.•···~-: : _ :
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July 11, 2007

Rebecca Frohardt, ?\ff-BC
6107 -!7th Ave N
Minneapolis, i\fN 55H2
Re: 03603-07-X
A Comparative Study of Physician Knowledge, Attitudes, Referral Practices,
and Barriers to Use of l\fosic Therapy and Related Allied Health Professions
Dear \·ls. Frohardt,
Thank you for presenting the above referenced protocol to the Protocol Review Committee (PRC) for
Park Nicollet lnstihtte on July 10, 2007.
The protocol was reviewed and the follo";ng re\"isions are required by the PRC:
- Sara Krohn, i\·lS, an HRC Biostatistician requires the following changes to the statistical analysis
section of the studv:
• It is recomme�ded that Chi-square tests (or Fisher's Exact tests, where needed*) be used
for this data analysis as they are more appropriate to the data than the methods purposed.
That is, one of the underlying assumptions behind both the f. and T- tests is that the data
are normally distributed. As the data being collected are categorical in nature (Le. Likert
scale data), the normality assumption is being violated and, consequently, these tests are
not the appropriate methods to use. Instead, it is more appropriate to use Chi-square tests
(or fisher's Exact tests if indicated).
- *Fisher's Exact tests "where needed" and "if indicated" because they are a special case of
the Chi-square test that you use when you don't have very much data. The general rule of
thumb is that, for the Chi-square test, you need cell counts of at least 5 in every cell before
the Chi-square test will work properly. (That is, for each question on the questionnaire, you
would need at least 5 physicians to select "Strongly Agree", al least 5 to select "Agree", at
least 5 to select "Disagree", and at least 5 for "Strongly Disagree.") When you have cell
counts less than 5 (so when there are fewer than 5 physicians who select any category),
you should use Fisher's Exact test, which does basically tl,e same thing as the Chi-square
test but is designed to deal with cell counts less than 5.
- Indicate in the methods section of the survey how the "non-response bias" will be addressed in
this studv.
The following re\-isions are suggestions from the PRC, they are not requirements:
- Physicians have very little time to complete email surveys, the PRC is concerned that the
response rate "-ould be too low. The following are suggestions to help increase response rate:
· Include "cover letter" explaining who you are and why you are interested in this topic.
• l'sleet with Dr. 1-lark Seaburg and/ or Dr. lvlarcia Weimerskirch (family medicine dept chair weimem@parl-.-nicollet.com or 952-993-2923 to discuss the option of speaking to a group of
physicians about the survey. U you are not able to speak to a group of physicians,
indicate on the survey cover letter that you have discussed the survey with Ors. Seaburg
and \\'eimerskirch and they support the study.
· Ask Dr. Seaburg if he would be \\;lling to send the survey from his email address - this
\Viii encourage a higher response rate.
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- The survey may be too long for physicians to complete. The response rate might increase if some
questions are eliminated from the survey (a survey with 10 questions is a good length). To test
this shorter survey, a pilot study is suggested.
- In addition, add a signal to the survey, indicating how many more questions the physician
must complete before the end of the survey.
- AppendLx A: Add "I don't know" as an option to questions7 and9 on the appendix A SUT'.'ey.
PLEASE NOTE: You may not begin the study until lRB final approval is granted. IRB review will be
scheduled
The study number assigned to this protocol is3603-07-X. Please refer to this number in any future
correspondence about this study to the PRC or the Institutional Review Board (IRB).
If you have any questions, please contact Dr. Renner Anderson, Chairman, at952.993.3379, or me at
952.993 .3865.
Good luck with your study.
Regards,

�w,-e.f2J,,,_..,...._

Adrienne Brown
Administrative Research Specialist
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August 2, 2007

Rebecca Frohardt, �IT-BC
6107 47th Ave N
1•.,.[inneapolis, MN 55..rn
Re: 03603-07-A
A Comparative Study of Physician Knowledge, Attitudes, Referral Practices,
and Barriers to Use of l'vlusic Therapy and Related Allied Health Professions
Dear 1'15. Frohardt,
Thank you for sending the Institutional Review Board (IRB) for Park Nicollet lnstitute the above
referenced study.
TI,e following were reviewed and approved on August 2, 2007 via the expedited review process under
45 CFR 46.110 (category 7).
- Protocol (7 /31/07)
-Appendicies:
- Appendix A - Survey of Knowledge, Attitudes, Referral Practices & Barriers to
· Use forAllied Health Professions (undated}
- Appendix B - Recruitment letter to physicians (undated)
- Allied Health Definitions & Accepted Credentials sheet (undated)
- Appendix C - ivlemo regarding Rebecca Frohardfs intern and volunteer training
at Park Nicollet (undated)
You may now proceed with the research.
8/2/2007
Date of approval:
8/1/2008
Approval expiration date:
Approval includes: Items listed above
HIPAA Compliance: Waiver of documentation of infom1ed consent- No PI-ll is being
collected, study participation creates very minimal risk
Number of Subjects Approved For: 275
The entire committee will be notified of this approval at the next meeting on August 17, 2007.
PLEASE NOTE: The Protocol Review Committee (PRC) for Park Nicollet Institute reviewed and
approved the above protocol on August 1, 2007.
You are required to keep the IRB informed of any changes in the research protocol, recruitment process
and materials, or consent/assent documents, any request for additional subjects, and whether any of
your subjects experience serious adverse events that may be study-related. You will receive a reminder
to submit a progress report approximately 2 months prior to the expiration date noted above.

T/.,i; is,r"t iust .1bout l.•e.dtl: c.1re. T/!i:i i:i .11>011/ you.
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...Continued Re: A Comp a ra tive Study of Physician Knowledge, Attitudes, Referral Pra ctices, and
Barriers to Use of �-Iusic Therapy a nd Related Allied Health Professions
This lRB is in compliance "·ith the regulations of the Food and Drug Administra tion (IDA) as defined in
21 CFR, Part 56, and with the regulations of the Department of Health and Human Services (DHHS) as
defined in -!5 CFR, Part 46. To the extent that these regulations are in agreement with the International
Conference on Harmonisation (ICH) guidelines for lRBs, we are also in Good Clinical Practice (GCP)
compliance. Our Federalwide Assurance number is FWA0000091-!, expiration June 5, 2010.
We wish you success ,,ith this research endeavor.
Rega
.
V;

. "lols6

#e£
,

"�

.

tyt
Katanyna Karelus, MS, MBA
lRB Administrator
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October 8, 2007

Rebecca Frohardt, MT-BC
6107 -17th Ave N
)\[.inncapolis, l\·IN 55-122
Re:

03603-07-A
A Comparative Study of Physician Knowledge, Attitudes, Referral Practices,
and Barriers to Use of l\fosic Therapy and Related Allied Health Professions

Dear �vis. Frohardt,
Thank you for sending the Institutional Review Board (IRB) for Park Nicollet Institute the change in
research / recruitment material for the above referenced study. This change includes the addition of
Oncology and Pulmonary Medicine to the sh1dy, revisions lo the protocol and revisions to the survey
instrument.
l11e following were reviewed and approved via the expedited review process on October 4, 2007:
- Addition of 2 departments to the study: Oncology and Pulmonary Medicine
- i\'l.inor revisions to the protocol (9/29/07)
- Revised survey instrument
The entire committee will be notified of this approval at the November 16, 2007 meeting.
Please continue to keep the IRB infom1ed of any changes in the research p rotocol, recruitment process
and materials, or consent/assent documents, and whether any of your subjects experience serious
adverse events that may be study-related.
We wish you continued success with this research endeavor.
R

rd

( : ,

1

. ·;, --

��(,l � \\ \� \,�
Adrienne Bro"·n
Administrative Research Specialist

Tl!is im't i11st ,1bo11t J..e.1/th urc. This is ,1bc,11t ,·uu.
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Appendix H
Letters of Approval from Hennepin County Medical Center
Human Subjects Research Committee
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HUlV!AN
SUBJECTS

RESEARCH

COMivHTTEE

Septembei-'4, 2007
Rebecca Frohardt, MT- BC
6107 4th Avenue N.
Crystal, MN 55422
Dear Rebecca Frohardt:
I am in receipt of your proposed study entitled: "A Comparative Studv of Physician
Knowledge. Attitudes, Referral Practices, and Barriers to Use of Music Therapv
and Related Allied Health Professions". This is a voluntary survey of physicians to
assess knowledge, attitudes, referral practices, and barriers to use for music therapy and
related allied health professions. As described, survey respondents will be physicians
from the Department of Medicine who will be recruited via e-mail invitation/consents to
participate. The project outline has been reviewed and found to be adequate. Since the
project involves no more than minimal risk and it has been confirmed that confidentiality
will be maintained, it was approved under the Title 45 CFR 46 expedited review
procedure number 7. You mav proceed with this studv.
This project has been assigned HSR #07-2838. Please use this number in all future
correspondence. Surveillance for this project will be done annuallv. Reporting forms
will be sent to you before the reports are due. It is mandatory that you complete and
return these surveillance forms by the indicated date. Failure to complete and return
surveillance fonns will be cause for suspension of this project since it will no longer be
operating under IRB approval.
Please be informed that the Human Subjects Research Committee is in compliance with
requirements in Title 45 and 21 Code of Federal Regulations Part 46, 50, 56 and 312.
Also be informed that any future proposed changes in this protocol, or any changes that
may alter the risk or confidentiality to the subjects, must be reported to the Chairman of
the Human Subjects Research Committee.
Sincerely,

-·y~
-.. J '. '· \i;,v. =vi(\¼
j,·1.1-�l-�
Karen Heim-Duthoy, PharrnD
Vice Chair
Human Subjects Research Committee

.
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OCT-09-2007

14:40

HUMAN

512 347 7527

!RB

SUBJECTS

P.01/01

Frederick Langtnduc', ,',,LD.

RESEARCH
COMMITTEE

Cha,'rman

K2.rc:i Hcim-Duthoy. Pharm.D.
Vice Chair

914 South Eighth Street
900 Fred L Shapiro Building
Minneapolis, Minnasora SS404
612-347-8528, Fax: 612-347-7627

Date; October 5, 2007
To:

Rebecca Frohardt, MT- BC
6107 47 th Avenue N.
Crystal, MN 55422

£'()
l)/'

' n ;
v
From; Karen Heim-Duthoy, PhannD
Vice Chair
Human Subjects Research Committee
Re:

"A Comparative Study of Physician Knowledi:e, Attitudes, Referral Practices,

and Barriers to Use of Music Therapy and Related Allied Health Professions",
HSR #07-2838

I have received your letter dated October I, 2007, regarding protocol changes to the above
referenced study.
It is noted that two additional departments at Methodist Hospital have been added
as areas for potential survey respondents and the survey instrument has been revised
to reflect suggestions mad by respondents during piloting of the survey.
These changes were reviewed on October 5, 2007 and found to be satisfactory. You may
proceed with your study.
Thank you for bringing this matter to my attention.

• H�nncpin <:=ounr!. t-.1,diral C2..,cET- 70i p,...,J.-; Avi!nt.Je:, Minnl!::sp.:ih. MN S54� 5

� M,,,r'IUpula MCQtc�I P..
�h r"nund1tiort - 91q Socth J:;ghtli Street., 600 F!"'cd L. Sh:1piro B :.i ildi r.1, Minntilpc:is. M" 55d04
.
• and Hcnntpin F;:eult'f ...,_,oa,c,_s - 91.:: South Eighct: Srn:ct. 600 Fred L. Shapi•o Bu,Jd;ng. !vlinneapolis.
MN 5540,:

TOTP.L P.01
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Appendix I

Letter of Invitation/ Consent to Participants
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Western Michigan University, Department of Music
Principal Investigator: Professor Brian L. Wilson, M.M., MT-BC
Student Investigator: Rebecca E. Frohardt, MT-BC

A Comparative Study of Physician Knowledge, Attitudes, Referral Practices, and
Barriers to Use of Music Therapy and Related Allied Health Professions

Dear Physician,
This letter is to invite you to participate in a survey to study your knowledge, attitudes, referral
practices, and perceived barriers to use of several related allied health fields. In the e-mail that
accompanies this letter, you were provided with a link to a survey located at SurveyMonkey.com.
I would appreciate it if you would take approximately 15 minutes of your time to visit this link
and complete the survey.
This survey is being completed as a portion of the thesis requirement for the Master of
Music in Music Therapy degree at Western Michigan University. The research involves
Minnesota physicians because the principal researcher is currently a resident and full-time Music
Therapist in the Twin Cities Metropolitan area. The purpose of this study is to assess physician
knowledge, attitudes, referral practices, and barriers to use for music therapy and other related
allied health professions - physical therapy, occupational therapy, speech therapy, and
counseling. It is my hope that the information gained through this survey will help to inform
music therapists currently practicing in medical settings, or with an interest in practicing in
medical settings, with regard to physician knowledge and attitudes, as well areas of opportunity
for education and/ or research related to music therapy.
This survey has been reviewed and approved by the Human Subjects Institutional Review
Boards of Western Michigan University, Park Nicollet Health Services, and Hennepin County
Medical Center. There is no known risk associated with participation in this study, and
participation is entirely voluntary. You may elect not to answer any questions included in the
survey. By completing the survey instrument you are indicating consent to participate in the
study. Should you choose to participate in the study all personal information will be kept
confidential. Survey responses will not be individually identified or reported.
Please keep in mind when completing the survey that only individuals who have received
the proper education/ training and who carry the required credentials for practice in each of the
allied health professions targeted should be considered in your responses. For your convenience a
brief definition of each allied health profession, along with accepted credentials, is provided at the
end of this document.
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If you have any questions or concerns related to this survey please feel free to contact me at
rebeccafrohardt@yahoo.com. You may also contact my thesis advisor at Western Michigan
University, Professor Brian Wilson, at brian.wilson@wmich.edu with questions or concerns.
Additionally, you may contact the Chair of the Western Michigan University Human Subjects
Institutional Review Board (269-387-8298) if questions or problems arise during the course of the
study.
This consent document was approved for use for one year by the Western Michigan
University Human Subjects Institutional Review Board (HSIRB) on April 23, 2007. Please do not
participate after April 23, 2008.

Sincerely,
Rebecca E. Frohardt, MT-BC
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Allied Health Definitions & Accepted Credentials
Professional counseling: The application of mental health, psychological, or human
development principles, through cognitive, affective, behavioral or systematic intervention
strategies, that address wellness, personal growth, or career development, as well as pathology.
(American Counseling Association, 1997)
L.P.C. (Licensed Professional Counselor)
L.M.H.C. (Licensed Mental Health Counselor)
N.C.C. (Nationally Certified Counselor)
Psy.D. (Doctor of Psychology)
Music Therapy: The clinical and evidence-based use of music interventions to accomplish
individualized goals within a therapeutic relationship. Music therapy interventions use music to
address physical, emotional, cognitive, and social needs of individuals of all ages, improving
quality of life for persons who are well and meeting the needs of children and adults with
disabilities or illnesses. (American Music Therapy Association, 2005)
MT-BC (Music Therapist - Board Certified)
Occupational Therapy: Skilled treatment that helps individuals achieve independence in all
facets of their lives. Services typically include customized treatment programs to improve the
ability to perform daily activities; comprehensive home and job site evaluations with adaptation
recommendations; performance skills assessments and treatment; adaptive equipment
recommendations and usage training; and guidance to family members and caregivers (American
Occupational Therapy Association, 2006)
OTR (Occupational Therapist Registered)
Physical Therapy: Diagnosis and treatment of individuals of all ages, from newborns to the very
oldest, who have medical problems or other health-related conditions that limit their abilities to
move and perform functional activities in their daily lives. PTs examine each individual and
develop a plan using treatment techniques to promote the ability to move, reduce pain, restore
function, prevent disability, and prevent the loss of mobility before it occurs by developing
fitness- and wellness-oriented programs for healthier and more active lifestyles.
(American Physical Therapy Association, 2007)
RPT (Registered Physical Therapist)
Speech-Language Pathology: Working with the full range of human communication and its
disorders, speech-language pathologists evaluate, diagnose, and treat speech, language, cognitive
communication and swallowing disorders. (American Speech-Language-Hearing Association,
2007)
CCC-SLP (Speech-Language Pathologist)
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